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AN  INEXPENSIVE  PHOTOTHERAPY  UNIT 


Richard  S.  Hosen,  M.D/' 


For  some  time  now  it  has  been  known  that 
exposure  of  a jaundiced  infant  to  blue  light  will 
hasten  the  clearing  of  bilirubin.  The  details  oi 
this  procedure  are  well  documented  in  several 
places  and  will  not  be  dealt  with  here.1  2 3i  4 

About  a year  ago  we  decided  to  try  photo- 
therapy in  the  Sioux  Falls  hospitals.  Our  initial 
efforts  with  an  assemblage  of  various  types  of 
fluorescent  lights  were  encouraging,  so  the  hos- 
pital maintenance  departments  were  asked  to 
build  banks  of  fluorescent  lights.  Lucey,  who 
has  done  pioneering  work  with  phototherapy  in 
this  country,  described  his  unit  as  consisting  of 
ten  20  watt  daylight  blue  fluorescent  tubes.1 
Consequently,  this  was  the  format  adopted  for 
our  unit,  the  only  other  criterion  being  that  the 
unit  be  sufficiently  high  and  wide  to  be  rolled 
over  a closed  isolette. 

Photographs  show  the  final  result.  The  unit 
has  been  very  effective  in  its  expected  function 
of  clearing  about  2.5  mg.4  of  bilirubin  per  day 
from  affected  infants.  Especially  gratifying  has 
been  the  unexpected  financial  advantage  to  the 
hospital  in  constructing  their  own  units.  Re- 
cently several  brochures  have  been  seen  adver- 
tising units  that  look  very  much  like  the  one 
pictured  here  for  approximately  $500  each.  The 

* Donahoe  Clinic 

1505  S.  Minnesota  Avenue 
Sioux  Falls,  South  Dakota 


hospital  estimates  that  each  unit  costs  between 
$100  and  $150  to  build. 

Ease  of  construction  is  certainly  another  ad- 
vantage since  on  at  least  one  occasion  when 
several  jaundiced  infants  required  phototherapy 
and  all  available  units  were  in  use,  the  hospital 
maintenance  department  simply  constructed  an- 
other one  over  a period  of  a few  hours. 

With  the  institution  of  phototherapy,  the  in- 
cidence of  exchange  transfusion  in  the  Sioux 
Falls  hospitals  has  dropped  noticeably,  and  it 
would  seem  that  this  feature  would  be  of  special 
interest  to  the  small  outlying  hospital  where  ex- 
change transfusions  are  not  done.  Certainly  it 
is  prudent  to  avoid  the  transportation  of  small, 
sick  infants  wherever  possible. 

It  is  suggested  that  these  units  be  placed  into 
use  whenever  icterus  appears  and  is  rising,10 
first,  because  it  has  been  stated  by  some  writers 
that  jaundice  is  harmful,  even  at  levels  below 
20  mg.%5  and  second,  because  lack  of  effective- 
ness of  the  light  in  a particular  case  could  be 
noticed  early  and  the  infant  transferred  before 
generally  accepted  critical  bilirubin  levels  are 
reached.  The  light  is  most  useful  in  cases  of 
nonhemolytic  jaundice  such  as  that  usually 
found  in  the  premature  infant.  In  these  cases, 
the  slow  rise  in  bilirubin  is  easily  compensated 
for  by  the  phototherapy  conversion  of  bilirubin 
to  nontoxic  pigment. 
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20-watt  daylight  fluorescent  tube  lights  — ten  20-watt 
strips  (F-20,  T-12  slant  daylight) 
frame  made  of  IV4”  angle  iron  — 3/16  by  114 
brackets  - series  #49  W or  EW  hold  casters  to  legs 
casters  — Faultless  W459 
sheet  metal  — 20  gauge 


The  light  unit  usually  cannot  keep  up  with  the 
rapid  bilirubin  rises  of  hemolytic  disease.  How- 
ever, in  some  cases  of  mild  hemolytic  disease, 
we  feel  that  transfusion  has  been  avoided  and 
certainly  delayed  or  reduced  in  frequency.  The 
use  of  the  lights  with  hemolytic  disease,  alonq 
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with  close  observation,  however,  is  recom- 
mended only  in  those  hospitals  where  exchange 
transfusions  can  be  immediately  instituted, 

should  bilirubin  levels  become  critical. 

A recent  symposium  on  phototherapy  in  the 
neonate10  has  extensively  studied  the  effects  of 
high  energy  applied  to  the  animal  fetus  as  light,  i 
Although  some  changes  in  growth  pattern  have 
been  noted  with  heavy  exposure  over  a long 
period  of  time,  there  is  still  no  evidence  that 
damage  has  occurred  to  the  human  since  photo- 
therapy was  begun  over  ten  years  ago.  Nonethe- 
less, some  critics  have  pointed  out  the  lack  of 
control  studies  and  for  that  reason  phototherapy 
cannot  be  regarded  as  a prophylactic  measure  i 
but  must  be  reserved  for  the  baby  who  has 
icterus  which  is  increasing. 

It  will  be  noted  that  two  precautions  are  taken  ! 
against  ultraviolet  damage  to  the  infant.  First, 
plexiglass  shielding  is  used  over  the  lights  to 
filter  out  ultraviolet  rays  and  second,  a blind- 
fold is  put  on  the  baby.  We  have  found  a piece 
of  stockinette  to  be  most  effective  as  a blind- 
fold. It  is  important  that  blindfolds  not  sig- 
nificantly increase  intraocular  pressure.  There 
is  no  record  of  eye  damage  occurring  from  ultra- 
violet exposure  in  the  human  neonate.7  8.  9.  10 
Porto6  has  stated  that  it  is  not  a problem. 
Lucey2-  7 advocates  a blindfold  because  of  the 
“intensity’'  of  the  light.  Perhaps  the  most  use- 
ful result  of  using  a plexiglass  shield  over  the 
light  source,  as  suggested  by  Mr.  Bouska  when 
he  designed  this  unit,  is  that  it  keeps  the  tubes 
from  falling  out  and  hitting  the  baby. 
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PRACTICAL  APPROACH  TO  PATIENT  WITH 
ABNORMAL  BLOOD  TESTS 

Lynn  I.  DeMarco,  M.D.* 

I.  D.  Eirinberg-  M.D.* 


I.  Determine  the  type  of  hyperlipidemia  (HL) 
by  plasma  cholesterol  and  triglyceride  plus 
lipoprotein  electrophoresis. 

II.  Establish  whether  the  HL  is  primary  or  sec- 
ondary to  established  diseases;  i.e.  diabetes, 
hypothyroidism,  pancreatitis,  nephrotic  syn- 
drome, liver  disease,  etc.  Treatment  of  sec- 
ondary disease  will  often  correct  HL.  In 
primary  HL,  there  is  often  a genetic  basis, 
so  check  the  family. 

III.  Start  with  diet  to  attain  lean  ideal  weight 
and  proportion  the  fat-carbohydrate  intake 
according  to  the  type  of  HL,  remembering 
that  usually  carbohydrate  restriction  results 
in  triglyceride  reduction  and  saturated  fat 
restriction  in  cholesterol  reduction. 

IV.  Add  an  appropriate  lipid-lowering  sub- 
stance if  diet  alone  does  not  achieve  normal 
blood  fats. 

V.  Consider  the  following  lipid-  lowering 
agents: 

A)  Clofibrate  (Atromid-S):  Primarily  a 
triglyceride  lowering  agent  with  some 
cholesterol  lowering  properties.  Un- 
desired side  effects  are  relatively  few. 
Danger  is  potentiation  of  warfarin 
anticoagulants  often  necessitating  cut 
in  warfarin  dose  of  up  to  one-half  and 
adjusted  according  to  prothrombin 
time. 

1 * Donahoe  Clinic,  Sioux  Falls,  South  Dakota. 


B)  Thyroid  (desiccated  thyroid  or  d- 

thyroxin):  Primarily  a cholesterol 

lowering  agent.  Danger  is  potentia- 
tion of  warfarin  anticoagulants  and 
precipitation  of  angina  pectoris,  par- 
ticularly when  increasing  the  dose  in 
unsuspecting  heart  disease.  Coronary 
heart  disease  is  a contraindication  to 
the  use  of  thyroid  as  a lipid-lowering 
agent. 

C)  Nicotinic  Acid:  Has  numerous  effects, 
including  pruritus,  pigmentation,  G.  1. 
upsets  and  altered  carbohydrate  and 
hepatic  tests,  etc. 

D)  Cholestyramine  (C  u e m i d):  An  ex- 
change of  resin  causing  intestinal  bile 
and  binding,  resulting  in  cholesterol 
lowering. 

VI.  Treatment  of  specific  hyperlipidemias 
(Fredrickson  classification): 

A)  Type  IV  (usually  responds  well  to 
therapy):  Begin  with  a very  low  car- 
bohydrate diet,  adjusting  caloric  in- 
take to  achieve  lean  ideal  weight.  If  in 
a few  months  diet  alone  does  not  ade- 
quately control  blood  fat  (mainly 
triglyceride),  clofibrate  (Atromid-S) 
should  be  added.  In  this  type  of  HL 
our  best  results  have  been  with  a 
very  low  carbohydrate,  moderately 
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low  saturated  fat,  moderately  high 
unsaturated  fat  and  very  high  protein 
reducing  diet  plus  clofibrate  (Airo- 
mid-S  0.5  grams  q.i.d.).  We  have  not 
experienced  subsequent  cholesterol 
elevation  with  Atromid-S.  Perhaps 
this  has  been  avoided  by  restricting 
saturated  fats.  Other  lipid  lowering 
agents  (thyroid  and  nicotinic  acid) 
have  been  effective  and  can  be  tried 
if  clofibrate  (Atromid-S)  is  not  bene- 
ficial. 

B)  Type  II  (usually  difficult  to  treat): 
Begin  with  a very  low  saturated  fat 
diet.  If  diet  does  not  adequately  con- 
trol blood  fats  (mainly  cholesterol), 
add  d-thyroxin  (Choloxin),  gradually 
increasing  the  dosage  from  1 mg. 
daily  to  6 to  8 mg.  daily  as  necessary. 
If  d-thyroxin  is  contraindicated  or 
not  beneficial,  clofibrate  (Atromid-S) 
has  occasionally  been  beneficial.  Cho- 
lestyramine (Cuemid)  has  been  suc- 
cessful as  a cholesterol  lowering 
agent. 

C)  Type  III  and  Type  V:  Treatment  is 
same  as  Type  IV  except  that  dietary 
fat  is  further  restricted,  resulting  in 
a low  carbohydrate,  low  fat  and  high 
protein  diet. 

D)  Type  I:  A very  rare  situation.  Treat- 
ment involves  simple  fat  restriction. 
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SPONTANEOUS  VISUALIZATION  OF  THE 
RENAL  COLLECTING  SYSTEMS  DURING 
POST-CHOLEDOCHOTOMY 
CHOLANGIOGRAPHY 
Report  of  Two  Cases 


By  Martin  Frank  Petereit,  M.D. 


We  have  recently  observed  renal  excretion  of 
50  per  cent  sodium  diatrizoate  (Hypaque  50  per 
cent* **)  during  operative  T-tube  cholangio- 
graphy. This  phenomenon  has  been  reported.1 
It  is  the  purpose  of  this  paper  to  report  two  ad- 
ditional cases  of  this  occurrence  and  to  discuss 
its  possible  etiology  and  significance. 

REPORT  OF  CASES 

Case  1.  Miss  G.  W.,  49  years  old,  had  inter- 
mittent upper  abdominal  pain  for  4 days. 
Twenty-four  hours  prior  to  admission  to  the 
hospital,  the  pain  became  so  severe  that  she  re- 
quired an  injection.  At  this  time,  her  urine  was 
dark  and  minimal  scleral  icterus  was  present. 

Past  history  revealed  occasional  upper  abdom- 
inal pain.  An  oral  cholecystogram,  done  9 days 
earlier,  resulted  in  nonvisualization  of  the  gall- 
bladder. 

On  physical  examination,  the  skin  was  slightly 
icteric  and  there  was  some  tenderness  in  the 
right  upper  quadrant.  However,  the  abdomen 
was  soft  and  there  was  no  rebound  tenderness. 
No  mass  could  be  palpated. 

Except  for  slight  elevation  of  the  bilirubin 
values  and  the  white  blood  count,  the  laboratory 
studies  were  normal. 

*Medical  X-ray  Center,  Sioux  Falls,  South  Dakota. 
! **Hypaque  50  per  cent,  Winthrop  Laboratories. 
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The  patient  was  soon  taken  to  the  operating 
room.  The  gallbladder  was  found  to  be  thick- 
ened and  empty  of  bile.  The  cystic  duct  was  as 
large  as  a little  finger.  After  the  common  duct 
was  opened,  greenish  bile  and  inspissated  bile 
(blackish  material,  not  really  stones)  extruded 
from  the  duct.  The  ducts  were  irrigated.  A large 
scoop  was  passed  into  the  duodenum.  Following 
this,  dilators  (up  to  a number  7 Bakes)  were 
passed  into  the  duodenum.  Further  irrigation 
yielded  a few  more  small  black  flakes  of  inspis- 
sated bile.  A T-tube  was  sutured  in  place  and  a 
few  ml.  of  sodium  diatrizoate  was  injected  into 
it  (Figure  1).  Because  the  contrast  medium  did 
not  pass  into  the  duodenum,  more  contrast 
medium  was  injected  into  the  T-tube.  The  duo- 
denum remained  nonopacified,  however,  the 
renal  collecting  systems  became  apparent  (Fig- 
ure 2).  Further  injection  of  contrast  medium 
produced  no  change  (Figure  3).  The  failure  of 
the  duodenum  to  opacify  was  thought  to  be  the 
result  of  spasm  of  the  sphincter  of  Oddi.  There- 
fore, the  gallbladder  was  removed  and  the  ab- 
domen was  closed. 

A T-tube  cholangiogram  performed  in  the  x- 
ray  department  5 days  later  (Figures  4 and  5), 
was  normal.  There  was  no  evidence  of  renal 
excretion. 
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Figure  1.  Case  1.  A.  Operative  T-tube  cholangiogram 
The  major  biliary  ducts  are  well  demonstrated.  They 
are  of  normal  size  and  no  filling  defects  are  seen 
The  contrast  medium  does  not  pass  into  the  duo- 
denum. (Courtesy  of  Donald  J.  Peik,  M.D.,  Sioux 
Falls,  South  Dakota.) 


Figure  2.  Case  1.  B.  A little  more  contrast  medium 
was  injected  into  the  T-tube.  The  duodenum  is  still 
not  opacified.  However,  both  renal  collecting  sys- 
terns  are  now  clearly  demonstrated  (arrows). 


Figure  3.  Case  1.  C.  After  more  contrast  medium  was 
injected  into  the  T-tube,  the  picture  remains  essen- 
tially the  same.  As  would  be  expected,  the  urinary 
tracts  remain  opacified. 

The  pathologic  diagnosis  was  “chronic  cho- 
lecystitis with  cholelithiasis.” 

The  patient  made  an  uneventful  recovery. 

Case  2.  Mrs.  R.  G.,  37  years  old,  developed 
right  upper  quadrant  pain  one  week  prior  to 
admission  to  the  hospital.  The  pain  was  so  severe 
that  she  required  narcotic  injections.  She  soon 
developed  clinical  jaundice.  An  oral  cholecysto- 
gram  was  done  at  this  time.  The  gallbladder  did 
not  visualize.  The  pain  decreased  over  the  next 
24  hours.  The  jaundice  subsided  over  a 3 day 
period.  One  day  prior  to  admission,  the  same 
severe  pain  returned. 

Physical  examination  revealed  tenderness  in 
the  epigastric  and  right  upper  quadrant  areas. 
There  was  no  rigidity,  no  rebound  tenderness 
and  no  clinical  jaundice. 

The  direct  bilirubin  and  the  white  blood 
count  were  slightly  elevated.  The  sedimentation 
late  was  32  mm/hr.  The  laboratory  values  were 
otherwise  normal. 

One  day  after  admission,  the  patient  was 
taken  to  the  operating  room.  A purse  string 
suture  was  placed  in  the  gallbladder  fundus. 
The  gallbladder  was  drained  with  a large  bore 
needle  and  dissected  free  from  the  liver.  The 
cystic  duct  was  tied  at  the  junction  with  the 
common  duct  and  cut.  The  common  duct  was 
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Figure  4.  Case  1.  D.  T-tube  cholangiogram  per- 
formed in  the  x-ray  department  5 days  later.  Contrast 
medium  now  flows  freely  into  the  duodenum.  Note 
the  reflux  into  the  duodenal  bulb  which  resembles  a 
gallbladder.  There  is  no  evidence  of  renal  excretion. 


Figure  5.  Case  1.  E.  Delayed  roentgenogram  follow- 
ing the  study  in  Figure  4.  The  contrast  medium  has 
left  the  biliary  tree  and  is  in  the  small  bowel.  Again, 
there  is  no  evidence  of  renal  visualization. 


opened  and  2 stones  were  removed  from  it.  The 
ducts  were  flushed  and  2 dilators  were  passed 
into  the  duodenum.  A T-tube  was  placed  in  the 
common  duct  and  contrast  medium  was  injected 
into  it.  None  of  the  Hypaque  entered  the  duo- 
denum. A repeat  injection  (Figure  6)  showed 
only  a small  amount  of  contrast  medium  in  the 
duodenum. 


Figure  6.  Case  2.  A.  Operative  T-tube  cholangiogram. 
The  biliary  tree  is  well  seen  and  appears  normal. 
There  is  not  a free  flow  into  the  duodenum,  however, 
a small  amount  is  evident  in  the  second  portion  of 
the  duodenum.  This  was  actually  the  second  roent- 
genogram taken  during  the  operation.  The  first  film 
showed  no  contrast  medium  in  the  duodenum.  There 
is  reflux  into  the  pancreatic  duct.  (Courtesy  of  Don- 
ald J.  Peik,  M.D.,  Sioux  Falls,  South  Dakota.) 

The  T-tube  was  removed  and  the  major  ducts 
were  re-explored.  No  additional  stones  were 
found.  A 5 mm  dilator  was  passed  into  the  duo- 
denum. Following  this,  a catheter  was  passed 
into  the  distal  common  bile  duct  and  Hypaque 
was  injected  into  it  (Figure  7).  At  this  time,  the 
contrast  medium  entered  the  duodenum  and  the 
renal  collecting  systems  were  faintly  visualized. 
The  catheter  was  removed.  The  T-tube  was  re- 
placed and  the  abdomen  was  closed  and  drained 
in  a standard  manner. 

Seven  days  later,  a T-tube  cholangiogram  was 
performed  in  the  x-ray  department.  It  was  nor- 
mal and  there  was  no  evidence  of  renal  excre- 
tion. 
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Figure  7.  Case  2.  B.  Because  the  contrast  medium 
would  not  flow  freely  into  the  duodenum,  the  T-tube 
was  removed.  The  common  duct  was  re-explored  and 
no  stones  were  found.  A catheter  was  passed  into  the 
distal  common  bile  duct  and  more  contrast  medium 
was  injected.  This  injection  was  done  with  a little 
more  pressure.  The  duodenum  is  now  well  opacified. 
Also,  there  is  faint  visualization  (arrows)  of  the  renal 
collecting  systems  (not  nearly  as  well  seen  as  in  Case 
1). 

The  pathologic  diagnosis  was  “chronic  cho- 
lecystitis with  cholelithiasis.” 

The  patient  made  an  uneventful  recovery. 
She  was  discharged  11  days  after  admission. 

DISCUSSION 

It  is  of  some  interest  that  both  of  these  cases 
had  similar  histories,  physical  findings  and  lab- 
oratory values.  However,  it  is  probably  much 
more  significant  that,  in  each  instance,  there 
was  manipulation  of  the  bile  ducts  and  of  the 
sphincter  of  Oddi  prior  to  any  roentgenographic 
study.  A different  surgeon  was  involved  with 
each  case.  The  total  amount  of  contrast  medium 
used  in  each  case  was  about  15  ml.  The  surgeons 
did  not  feel  that  the  injecting  pressures  were 
particularly  excessive. 

One  can  only  speculate  about  the  reasons  for 
these  2 unusual  occurrences.  However,  Ginzburg 
et  al.,2  reviewed  56  postcholedochotomy  T-tube 
cholangiograms.  In  30  cases,  the  contrast 
medium  did  not  appear  in  the  duodenum  im- 
mediately; in  4,  it  appeared  there  in  10-20 
minutes;  and  in  26,  it  did  not  appear  there  at  all. 
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This  was  felt  to  be  due  to  edema  and/or  spasm, 
probably  induced  by  surgical  instrumentation. 
In  all  56  cases,  postoperative  cholangiograms, 
10-14  days  later,  were  normal.  The  authors 
recommend  choledochography  through  the 
cystic  duct,  even  if  calculi  are  obviously  present 
in  the  major  ducts.  These  authors  conclude  that 
over  50  per  cent  of  cases  will  have  pseudo- 
obstruction if  the  old  method  is  used.  Failure  to 
realize  this  may  lead  to  further  unnecessary 
surgery. 

Sachs3  also  recommends  the  cystic  duct  ap- 
proach (using  a fine  polyethylene  catheter  with 
a flared  end  or  a cannula)  for  the  roentgeno- 
graphic study,  prior  to  any  manipulation  of  the 
ducts.  He  advocates  a series  of  3 injections  using 
3 ml.  per  injection.  If  the  injection  is  performed 
faster  than  1 ml.  per  10  seconds,  sphincter  spasm 
may  occur.  A final  fourth  injection  is  made 
rapidly  to  demonstrate  the  intrahepatic  ducts. 

The  normal  pressure  within  the  common  bile 
duct  is  12-18  cm.  of  water.3  With  an  injection 
speed  of  1 ml.  per  10  seconds,  this  pressure  will 
not  be  elevated.  Visualization  of  the  pancreatic 
duct  is  probably  due  to  temporary  sphincter 
spasm.  A pressure  of  35  cm.  of  water  is  required 
for  reflux  into  the  pancreatic  duct.  In  case  2 
(Figure  6),  this  duct  was  visualized. 

Therefore,  it  would  appear  that  manipulation 
of  the  ducts  and  sphincter  and/or  too  rapid  an 
injection  speed  may  result  in  sphincter  spasm. 
Given  the  situation  of  sphincter  spasm  and  a 
further  increase  in  injection  pressure,  it  would 
be  reasonable  to  assume  that  a tiny  intrahepatic 
bile  duct  ruptured.  The  contrast  medium  could 
then  be  removed  by  the  hepatic  venous  system 
and,  subsequently,  excreted  by  the  kidneys. 

One  could  postulate  some  sort  of  intrahepatic 
anomaly  as  an  explanation  for  this  occurrence. 
However,  this  is  highly  unlikely  since,  in  both 
cases,  it  did  not  recur  in  the  later  studies. 

The  following  information  is  presented  in  a 
recently  published  book  by  Schein,  Stern  and 
Jacobson:1 

“The  passage  of  contrast  medium  from  the 
bile  ducts  into  the  hepatic  venules  and  thence 
into  the  systemic  circulation,  with  visualiza- 
tion of  the  renal  collecting  system,  may  occur 
when  the  contrast  agent  is  injected  under  high 
pressure.  Such  biliary  regurgitation  may  also 
be  observed  in  obstructive  lesions  of  the  distal 
common  duct.  Rigler  and  Mixer116  noted 
appearance  of  the  contrast  medium  in  the 
renal  collecting  system  due  to  the  latter 
mechanism  in  8 out  of  460  cholangiograms. 
They  recommended  maintaining  a low  injec- 
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tion  pressure  during  cholangiography  in  order 
to  avoid  the  passage  of  bacteria  or  other 
foreign  material  into  the  blood.  Similar  obser- 
vations were  made  during  experimental  and 
clinical  studies  by  Hultborn  et  al.62  These 
authors  injected  radioactive  material  into  the 
blocked  common  duct  and  sampled  the  radio- 
activity of  the  blood  via  a cannula  in  the  fem- 
oral vein.  They  felt  that  the  transition  of  the 
contrast  agent  probably  occurred  at  the  level 
of  the  bile  capillaries  into  liver  sinusoids.” 
The  authors  of  this  new  book  have  observed 
cholangio-venous  reflux  with  visualization  of  a 
hepatic  vein  during  an  operative  T-tube  cho- 
langiogram.  This  was  not  present  on  a follow-up 
study  two  weeks  later.  The  authors  conclude 
that  “with  the  advent  of  modern  water  soluble 
contrast  agents,  this  interesting  radiological  ob- 
servation does  not  represent  a clinically  sig- 
nificant complication.” 

However,  those  who  still  manipulate  the 
major  ducts  (without  a previous  contrast  study 
via  the  cystic  duct)  and  then  perform  T-tube 
cholangiography,  should  consider  the  following 
points: 

(1)  There  is  a good  chance  that  the  study  will 
be  misleading  or  unsatisfactory.  Manipu- 
lation of  the  major  ducts  prior  to  chole- 
dochography  would  appear  to  be  undesir- 
able, since  sphincter  spasm  may  result. 
This  pseudo-obstruction  may  lead  to 
further  unnecessary  surgery. 

(2)  Since  the  renal  collecting  systems  may 
visualize,  the  possibility  of  an  allergic 
reaction  to  the  contrast  medium  is  a con- 
sideration (similar  to  a primary  intra- 
vascular injection). 

(3)  If  the  biliary  tree  contains  pathogenic 
microorganisms,  a bacteremia  could  re- 
sult. 

(4)  Given  the  situation  of  sphincter  spasm, 
excessive  pressure  injection  of  the  con- 
trast medium  and  multiple  very  tiny 
stones  in  the  major  ducts  (so  called 
“mud”),  there  is  at  least  the  theoretical 
possibility  that  some  of  these  stones  could 
be  “embolized”  to  the  lungs. 

SUMMARY 

Surgical  manipulation  of  the  major  bile  ducts 
and  the  sphincter  of  Oddi,  followed  by  T-tube 
cholangiography,  may  result  in  edema  and/or 
spasm  distally,  giving  the  picture  of  “duct  ob- 
struction.” This  pseudo-obstruction  may  lead  to 
further  unnecessary  surgery.  Also,  the  spasm 
plus  an  increase  in  the  injection  pressure  of  the 


contrast  medium  may  result  in  cholangio-venous 
reflux,  with  subsequent  visualization  of  the  renal 
collecting  systems.  With  this  type  of  reflux, 
bacteria  and/or  foreign  material  may  enter  the 
blood  stream.  The  possibility  of  an  allergic  re- 
action to  the  contrast  medium  should  be  con- 
sidered. 

However,  the  main  problem  is  that  the  roent- 
genographic  study  will  be  misleading  or  un- 
satisfactory in  about  50  per  cent  of  cases.  It  is 
recommended  that  the  cystic  duct  approach  be 
used  for  the  contrast  study  prior  to  any  manipu- 
lation of  the  major  ducts. 

Two  cases  demonstrating  this  problem  are 
presented. 
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CONTROL  FOOD  AND  MOOD  ALL  DAY  LONG  WITH  A SINGLE  MORNING  DOSE 
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Medicine 

• I • 

Legal <m.  d.) Ethics 


PHYSICIAN'S  FEE  IN  RELATION  TO 
PATIENT'S  INCOME 

The  Principles  of  Medical  Ethics  are  “stand- 
ards by  which  a physician  may  determine  the 
propriety  of  his  conduct.  They  are  guides  to 
be  observed,  not  laws  to  be  enforced.  The  sec- 
ond sentence  of  Section  7,  providing  that  phys- 
ician’s “fee  should  be  commensurate  with  the 
services  rendered  and  the  patient’s  ability  to 
pay”  is  such  a guide.  It  is  a general  principle 
which  should  aid  the  physician  in  considering 
his  fee.  In  addition  to  legal  prohibitions,  the 
very  nature  of  medical  practice  prevents  the 
rigid  establishment  of  inflexible  fees  for  the 
many  services  which  may  be  rendered  to  any 
individual.  This  principle  does  not  suggest, 
therefore,  that  a physician  set  his  fee  with 
mathematical  accuracy  nor  does  it  impose  on 
him  an  obligation  to  act  contrary  to  conscience, 

reason,  or  experience. 

* * * 

PAYMENT  OF  PHYSICIAN  FOR  SERVICES 

PERFORMED  BY  INTERN  UNDER  HIS 
DIRECTION  OR  SUPERVISION 

The  Council  agreed  that  when  a physician 
assumes  responsibility  for  the  services  ren- 
dered to  a patient  by  a resident  or  an  intern,  the 
physician  may  ethically  bill  the  patient  for 
services  which  were  performed  under  the  phys- 
ician's personal  observation,  direction  and  super- 
vision. (Judicial  Council;  Council  on  Medical 
Service.  1965). 

* * * 

REBATES  AND  COMMISSIONS 

The  acceptance  of  rebates  on  prescriptions 
and  appliances  or  of  commissions  from  those 
who  aid  in  the  care  of  patients  is  unethical. 
(Principles  of  Medical  Ethics,  1955  edition,  Chap- 
ter I,  Section  9.) 


Information  provided  by  the  Law  Department, 
AMA,  535  North  Dearborn  St.,  Chicago,  Illinois  60610. 


COMMITMENT  TO  MENTAL  HOSPITALS 

No  Liability  for  Confinement  in  Mental  Hospital 

A man  was  denied  recovery  in  his  suit  in  a 
federal  trial  court  in  Illinois  against  a psy- 
chiatrist, a general  practitioner,  and  two  police- 
men for  injuries  caused  by  his  allegedly  wrong- 
ful confinement  in  a mental  hospital.  The  man 
claimed  that  he  had  been  falsely  imprisoned 
and  that  the  Civil  Rights  Act  had  been  violated 
when  the  two  policemen,  allegedly  acting  pur- 
suant to  a conspiracy  with  the  psychiatrist  and 
the  general  practitioner,  seized  him  and  took 
him  to  the  hospital.  There  was  a directed  ver- 
dict for  the  general  practitioner.  The  jury  re- 
turned a verdict  for  the  psychiatrist  and  the  two 
policemen.  — Oilman  v.  Miller,  C.  C.,  111., 
Docket  No.  65C-1166  (111.,  November  22,  1967). 

# * * 

Commitment  of  Mentally  Deficient 
Patient  Proper 

An  order  committing  a man  to  a mental  hos- 
pital was  proper  where  the  evidence  was  suf- 
ficient to  support  the  finding  that  he  was,  in 
addition  to  being  mentally  deficient,  suffering 
from  a mental  illness,  the  U.  S.  Court  of  Appeals 
for  the  District  of  Columbia  ruled. 

The  commitment  would  not  have  been  proper, 
if  the  evidence  had  shown  only  that  the  man 
was  mentally  deficient,  even  if  that  condition 
was  accompanied  by  some  antisocial  behavior. 
The  two  psychiatrists  who  testified  did  not  label 
the  man’s  illness  as  a psychosis  and  did  not  fit  it 
into  any  of  the  various  mental  illnesses  recog- 
nized by  the  American  Psychiatric  Association. 
However,  despite  this  lack  of  labels,  it  was  clear 
from  their  testimony  that,  in  their  opinion,  the 
man  was  suffering  from  a mental  illness,  which 
was  interrelated  with  his  mental  deficiency,  and 
that  his  antisocial  behavior  was  the  result  and 
manifestation  of  his  underlying  mental  illness. 
— In  re  Alexander,  372  F.  2d  925  (C.  A.,  D.  of  C., 
Jan.  27,  1967). 
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Doctor,  after  all  we’ve 
been  through  together. . . 


abscess 

acne 

amebiasis 

anthrax 

bacillary  dysentery 
bartonellosis 
bronchitis 
bronchopulmonary 
infection 


brucellosis 
chancroid 
diphtheria 
endocarditis 
genitourinary 
infections 
gonorrhea 
granuloma  inguinale 
listeriosis 
lymphogranuloma 


mixed  bacterial 
infection 
osteomyelitis 
otitis 
pertussis 
pharyngitis 
pneumonia 
psittacosis 
pyelonephritis 


Rocky  Mountain 
spotted  fever 
scarlet  fever 
septicemias 
sinusitis 

soft  tissue  infection 
tonsillitis 
tularemia 
typhus  fever 
urethritis 


. . .don’t  you  think  it’s  time 
we  were  on  a first-name  basis? 

call  me“AchroV” 


Every  pharmacist  knows  ACHRO5  V stands  for  ACHROMYCIN  " V 


Contraindications:  Hypersensitivity  to 
tetracycline. 

Warning:  In  renal  impairment,  since 
liver  toxicity  is  possible,  lower  doses 
are  indicated;  during  prolonged  therapy 
consider  serum  level  determinations. 
Photodynamic  reaction  to  sunlight  may 
occur  in  hypersensitive  persons. 
Photosensitive  individuals  should 
avoid  exposure;  discontinue  treatment 
if  skin  discomfort  occurs. 

Precautions:  Nonsusceptible  organisms 


may  overgrow;  treat  superinfection 
appropriately.  Tetracycline  may  form  a 
stable  calcium  complex  in  bone-forming 
tissue  and  may  cause  dental  staining 
during  tooth  development  (last  half  of 
pregnancy,  neonatal  period,  infancy, 
early  childhood). 

Adverse  Reactions:  Gastrointestinal— 
anorexia,  nausea,  vomiting,  diarrhea, 
stomatitis,  glossitis,  enterocolitis, 
pruritus  ani.  Skin— maculopapular  and 
erythematous  rashes;  exfoliative 


dermatitis;  photosensitivity; 
onycholysis,  nail  discoloration.  Kidney 
—dose-related  rise  in  BUN. 
Hypersensitivity  reactions— urticaria, 
angioneurotic  edema,  anaphylaxis. 
Intracranial— bulging  fontanels  in  young 
infants.  Teeth— yellow-brown  staining; 
enamel  hypoplasia.  Blood- anemia,  throm- 
bocytopenic purpura,  neutropenia,  eosino- 
philia.  Liver— cholestasis  at  high  dosage. 
Upon  adverse  reaction,  stop  medication 
and  treat  appropriately. 


Achromycin  V 

Tetracycline 


frtjjjfcy  LEDERLE  LABORATORIES  • A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York  10965 


484-9 


Path  CAP  sule 

Submitted  by  the  College  of  American  Pathology  in 
connection  with  the  South  Dakota  Society  of  Pathol- 
ogists. 


BONE  MARROW 
STUDIES 

Blood  formation  after  birth  is  confined,  under 
normal  conditions,  to  the  bone  marrow.  The 
three  main  cellular  functions,  erythropoiesis, 
leucopoiesis  and  thrombocytopoiesis  are  all  in- 
terrelated. As  would  be  expected,  examination 
of  the  bone  marrow  in  hematological  and  related 
disorders  can  yield  valuable  information  as  to 
diagnosis,  prognosis  and  treatment  of  actual 
disease. 

Usual  Indications  for  Bone  Marrow  Examination 

1.  Possible  blood  dyscrasias,  where  lymphaden- 
opathy,  splenomegaly,  hepatomegaly  or  other 
unexplained  clinical  evidence  is  present. 

2.  Peripheral  blood  findings  suggestive  of  leu- 
kemia, but  which  are  not  pathognomonic. 

3.  Unexplained  pancytopenia,  anemia,  leuco- 
penia  or  thrombocytopenia. 

4.  X-Ray  evidence  of  bone  lesions  possible  due 
to  blood  dyscrasias. 

5.  To  determine  the  functional  status  of  the  bone 
marrow  prior  to  splenectomy. 

Conditions  in  Which  Bone  Marrow  Studies 
Are  Extremely  Helpful 

1.  Diagnosis  of  the  macrocytic  anemias. 

2.  Follow-up  studies  in  treatment  of  blood  dys- 
crasias. 

3.  Pediatric  hematology  problems  where  the  al- 
terations in  blood  elements  occur  earlier  in 
the  bone  marrow  than  in  the  peripheral  blood. 

Conditions  in  Which  Marrow  Studies  are 
Helpful,  When  Positive 

1.  Granulomatous  diseases,  particularly  when 
positive  cultures  are  obtained. 

2.  Storage  diseases  such  as  Gaucher’s  and  Nie- 
mann-Pick’s  disease. 

3.  Parasitic  diseases. 

4.  Fungus  diseases  particularly  when  positive 
cultures  are  obtained. 

5.  Primary  or  metastatic  neoplasia. 

Conditions  in  Which  Marrow  Studies  Are 
Rarely  Useful 

1.  Hemolytic  anemias,  unless  associated  with 
malignant  blood  dyscrasias. 

2.  Chronic  lymphatic  leukemia. 

3.  Iron  deficiency  anemias.  (Clinical  study,  peri- 
pheral smears  and  serum  iron  levels  are  more 
helpful). 


Conditions  in  Which  Marrow  Studies 
Are  Contraindicated 

1.  Hemophilia  and  related  coagulation  factor 
disorders. 

Dangers  Incident  to  the  Procedure 

Possible  infection,  or  hemorrhage  and  cardiac 
tamponade  when  the  sternum  is  the  site  of 
aspiration. 

Technique 

Marrow  may  be  obtained  from  a number  of 
sites  by  needle  puncture.  The  sternum  is  the 
usual  site  in  the  adult.  It  cannot  be  used  in  the 
infant  where  the  head  of  the  tibia  is  the  most 
customary  site.  It  should  be  remembered  that 
the  vertebrae,  sternum  and  ribs  retain  more 
cellularity  in  the  ageing  patient. 

Smears  should  be  made  from  the  first  drop  of 
aspirate  to  minimize  peripheral  dilution,  and 
quickly  dried.  Unstained  smears  must  not  come 
into  close  proximity  with  formaldehyde  vapors. 
After  smears  are  made  at  least  0.5  ml  of  marrow 
should  be  allowed  to  clot,  to  be  fixed  and  sec- 
tioned. 

Occasionally  “dry  taps”  may  necessitate  a re- 
peat puncture  at  another  site  or  even  a surgical 
trephine  of  the  bone. 

Evaluation 

Evaluation  of  the  bone  marrow  is  not  confined 
to  a microscopic  examination  of  a stained  mar- 
row smear  made  from  adequate  material.  A 
careful  and  meaningful  study  of  the  history, 
physical  findings,  indicated  laboratory  studies, 
such  as  a complete  blood  count,  red  cell  indices, 
blood  chemical  studies  pertaining  to  the  pa- 
tient’s disease  and  special  hematological  studies 
must  all  be  taken  into  account.  Clot  section 
studies  are  especially  useful  in  evaluating  mar- 
row cellularity  and  quantitating  megakaryocytes 
and  platelet  formation.  Special  stains  such  as 
iron  stains,  PAS  stains  and  others  are  also  fre- 
quently helpful. 

Pitfalls  in  Meaningful  Evaluation  of 
Marrow  Studies 

1.  Bone  marrow  studies  where  not  indicated. 

2.  Poor  marrow  preparations  (peripheral  dilu- 
tion, thick  smear). 

3.  Omission  of  clot  sections. 

4.  Inadequate  or  incomplete  clinical  history. 

5.  Treatment  with  drugs  or  transfusion  which 
obscures  marrow  findings. 

6.  Incomplete  laboratory  work  up. 
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IN  THE  JOURNAL 


TWENTY  YEARS  AGO  IN  THE  SOUTH  DAKOTA  JOURNAL  OF 
MEDICINE  AND  PHARMACY  — January,  1950 


DR.  LYLE  HARE  THIRD  IN  G.  P. 

COMPETITION 

Dr.  Lyle  Hare  of  Spearfish  placed  third  in  the 
nations  “General  Practitioner  of  the  Year”  con- 
test held  at  the  opening  session  of  the  American 
Medical  Association  in  Washington,  D.  C.,  Tues- 
day, December  6th. 

Dr.  Andy  Hall  of  Mt.  Vernon,  111.,  placed  first 
in  the  balloting  and  Dr.  Thomas  Rhine  of  Thorn- 
ton, Ark.,  second.  Dr.  Hare  ranked  second 
nationally  in  the  contest  held  a year  ago. 

A graduate  of  the  University  of  South  Dakota 
and  the  University  of  Illinois  college  of  med- 
icine, Dr.  Hare  has  practiced  38  years  in  an 
area  extending  into  three  states.  He  has  de- 
livered 3,000  babies  in  Spearfish  and  surround- 
ing territory. 

Dr.  Hare  is  a former  mayor  of  Spearfish,  once 
commander  of  the  Spearfish  American  Legion 
and  active  in  Boy  Scout  work,  Red  Cross  and 
the  affairs  of  Black  Hills  Teachers  college  where 
he  once  coached  the  athletic  team. 

BLACK  HILLS  DISTRICT  SOCIETY 
OFFICERS  FOR  1950 

Officers  of  the  Black  Hills  District  Society, 
were  elected  as  follows:  G.  Heidepreim,  M.D., 
Deadwood,  South  Dakota,  president;  A.  A. 
Lampert,  M.D.,  Rapid  City,  South  Dakota,  vice- 
president  and  Harold  J.  Grau,  M.D.,  Rapid  City, 
South  Dakota,  as  secretary-treasurer. 

THIRD  DISTRICT  MEDICAL 
SOCIETY  MEETS 

Officers  of  the  Third  District  Medical  Society 
were  selected  at  a meeting  held  in  Volga,  as 
follows:  Dr.  Dean  Austin,  Brookings,  president; 
Dr.  Donald  Scheller,  Arlington,  vice-president; 
Dr.  C.  M.  Kerschner,  Brookings,  secretary;  Dr. 
F.  E.  Boyd,  Flandreau,  and  Dr.  E.  A.  Hofer  of 


Canova,  delegates;  Dr.  Magni  Davidson,  Brook- 
ings, and  Dr.  Clarence  Sherwood,  Madison,  al- 
ternates. Dr.  M.  Dobrinsky,  Estelline;  Dr.  J.  A. 
Muggly,  Madison,  and  Dr.  M.  C.  Tank,  Brook- 
ings,  were  chosen  censors.  Following  a dinner 
at  the  Martinson  Tea  room  for  the  doctors  and 
wives,  the  doctors  adjourned  for  a meeting  at 
which  Dr.  Hans  Jacoby  of  Huron  spoke.  Mem- 
bers of  the  auxiliary  were  entertained  at  the 
home  of  Dr.  and  Mrs.  A.  P.  Peeke. 

YANKTON  DISTRICT  ELECTS 
M.  A.  AULD,  M.D. 

Dr.  M.  A.  Auld,  Yankton,  was  elected  presi- 
dent of  the  Yankton  District  Medical  Society  at 
its  regular  meeting  at  Sacred  Heart  Hospital, 
December  14th.  Dr.  Robert  Schwartz,  Wakonda, 
was  named  vice-president  and  secretary-treas- 
urer, F.  J.  Abts  was  reelected  to  that  position. 

Drs.  Auld  and  Schwartz  were  also  named 
delegates  with  their  alternates  to  be  elected  in 
April.  A recommendation  for  councillor  from 
the  district  was  also  held  over  to  the  April  meet- 
ing. 

Censors  elected  were  A.  P.  Reding,  three 
years;  V.  I.  Lacey,  two  years;  and  C.  F.  Johnson, 
one  year. 

John  C.  Foster,  Executive  secretary  of  the 
South  Dakota  State  Association  was  introduced 
and  spoke  briefly  on  the  Interim  Session  in 
Washington. 

The  scientific  program  under  the  direction  of 
Dr.  R.  L.  Ferguson  of  the  University  staff  con- 
sisted of  a presentation  on  statistics  in  the  dis- 
ease field  made  by  sophomore  students  Morris 
and  Alway. 

E.  T.  Edwards,  M.D.,  formerly  with  E.  E. 
Greenough,  M.D.  of  Sioux  Falls,  has  left  to  prac- 
tice in  Kansas  City. 
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CLINICOPATHOLOGICAL  CONFERENCE 

From  the  Intern  and  Resident  Teaching  Conferences  at  the  Sioux  Valley  Hospital,  conducted  by 
the  Departments  of  Pathology  of  the  Hospital  and  of  the  School  of  Medicine 
of  the  University  of  South  Dakota 


MARTIN  CHIPMAN,  M.D.* 

Neurologist  - Discusser 


JOHN  F.  BARLOW.  M.D.** 

Pathologist  - Editor 


A 52  YEAR  OLD  MAN  WITH  LOW  BACK  PAIN 


CASE  NO.  475-287 

This  52  year  old  Caucasian  physician  entered 
Sioux  Valley  Hospital  with  pain  in  the  low  back 
of  three  months  duration. 

The  patient  had  noted  stiffness  of  the  lower 
back  for  three  years  but  this  did  not  hinder  his 
movements  in  any  way.  After  unloading  geai 
on  a fishing  trip  three  months  prior  to  admis- 
sion he  noted  marked  increased  sharp  pain  in 
the  low  back  with  sciatic  radiation  on  the  right. 
Lying  down  accentuated  the  pain  and  standing 
relieved  it.  This  pain  abated  until  three  w eeks 
prior  to  admission  when  he  tipped  over  in  a 
golf  cart.  The  pain  was  severe  in  the  lower  back 
with  sciatic  radiation  on  the  right  and  again  was 
particularly  severe  on  lying  down  with  some 
accentuation  on  coughing.  The  pain  became 
progressively  severe  and  was  only  partiall}  le- 
lieved  by  empirin  and  valium.  There  was  a feel- 
ing of  numbness  in  the  right  foot  and  difficulty 
dorsiflexing  the  right  foot  for  several  days  prior 
to  admission. 

Physical  examination:  blood  pressure  158/100, 
pulse  76/minute,  temperature  98.2°F.,  respira- 
tions 16/minute.  The  patient  was  in  obvious  pain 
and  could  walk  but  only  with  difficulty  on  the 
right  heel.  The  lumbar  muscles  were  spastic 
(more  on  the  right).  Straight  leg  raising  was 
limited  to  30°  on  the  right  but  normal  on  the 
left.  Lumbosacral  manipulation  caused  extreme 
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pain  referred  to  the  right  thigh.  The  right  calf 
measured  14%”,  left  14V4  , right  thigh  1914  , 
left  thigh  1834”.  There  was  one  area  of  hy- 
pesthesia  on  the  lateral  edge  of  the  right  sole. 
The  large  muscle  groups  of  lower  extremities 
showed  no  weakness.  There  was  no  weakness 
of  dorsiflexion  of  the  ankles.  Hip  motions  were 
normal.  The  ankle  jerks  were  symmetrical  but 
knee  jerk  was  depressed  on  the  right. 

Admission  clinical  pathology  data:  urinalysis- 
straw  colored,  slightly  turbid,  specific  gravity 
1.014;  pH  6.0,  glucose,  ketones,  protein,  hemo- 
globin-negative; sediment-negative.  Hemoglobin 
16.8  gm/100  ml.,  red  count  5.15  million/mm3, 
hematocrit  49  Vol%,  mean  corpuscular  hemo- 
globin 33  micromicrograms,  mean  corpuscular 
volume  95  cubic  micra,  mean  corpuscular  hemo- 
globin concentration  35%,  total  leukocyte  count 
8,500/mm3  with  a differential  of  55%  polymor- 
phonuclear leukocytes,  4%  neutrophilic  bands, 
2%  eosinophils,  37%  lymphocytes  and  2%  mono- 
cytes. The  red  cells  were  normochromic  and 
normocytic.  The  platelets  appeared  adequate. 
A serology  was  non-reactive.  A spinal  tap  re- 
vealed a normal  pressure  and  colorless  spinal 
fluid.  There  were  no  red  cells  and  five  leu- 
kocytes (all  mononuclear).  The  cerebrospinal 
fluid  protein  was  68  mgs/100  ml.  (normal  15-40 
mgs/100  ml.).  A gamma  globulin  on  spinal  fluid 
was  18.5  mgs/100  ml.  (normal  up  to  5 mgs/c)-  A 
chest  film  was  negative.  A lumbar  myelogram 
was  normal.  An  exploratory  laminectomy  was 
performed. 

DR.  BARLOW:  Dr.  Shreves  operated  on  this 
patient.  Will  you  show  us  the  myelogram. 
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"DR.  SHREVES:  Here  is  the  myelogram  on  the 
patient  and  it  is  perfectly  normal.  There  is  no 
defect.  I might  add  that  this  means  very  little 
as  you  can  have  lateral  protrusion  of  degen- 
erated discs  and  have  a perfectly  normal  myelo- 
gram. I have  had  the  opportunity  to  be  involved 
with  much  of  the  history  on  the  disease  of  hern- 
iated disc.  I have  had  some  experience  with  Dr. 
Jason  Mixter  when  I was  in  the  service  in  World 
War  II  and  in  1947  I did  the  first  operation  for 
disc  in  this  hospital  on  a hard  working  factory 
girl  who  had  been  in  the  hospital  with  intrac- 
table pain  requiring  morphine  every  two  hours. 
She  responded  well.  To  top  it  off,  I have  had  a 
disc  operation  myself  in  the  past  few  years  and 
even  developed  a complication  from  an  air 
myelogram.  I had  arachnoiditis  with  headache 
and  projectile  vomiting.  My  myelogram  was 
negative  but  I had  a disc  and  this  goes  to  prove 
that  a negative  myelogram  is  of  little  value. 
This  disease  entity  that  we  are  talking  about  is 
a relatively  new  disease.  Most  of  the  important 
milestones  in  the  diagnosis  and  treatment  of 
herniated  intervertebral  disc  have  developed  in 
the  lifetime  of  many  of  us  here. 

The  medium  used  for  the  myelogram  is  Pan- 
topaque  which  is  a very  slowly  absorbable  dye. 

I know  the  radiologist  from  Buffalo,  New  York 
who  had  worked  with  Eastman  Kodak  in  the 
development  of  Pantopaque.  The  lateral  views 
of  this  myelogram  show  a narrow  dural  sac. 
This  is  important  because  as  I have  pointed  out, 
you  can  have  a lateral  disc  with  severe  impinge- 
ment and  not  see  it  on  the  myelogram. 

DR,  BARLOW:  I thought  that  I would  have 
Dr.  Chipman  describe  some  of  the  causes  and 
signs  and  symptoms  of  low  back  pain. 

DR.  CHIPMAN:  No  matter  what  type  of  med- 
icine or  specialty  you  practice,  you  are  going 
to  see  patients  who  have  back  pain.  When  you 
see  a patient  with  back  pain,  you  have  to  de- 
termine whether  they  have  muscle  or  soft  tissue 
pain  or  whether  they  have  pain  of  nerve  root 
origin.  There  are  a couple  of  guideposts  which 
help  you  make  this  decision.  Root  pain  is  charac- 
teristically described  as  follows  by  most  patients. 
Coughing,  sneezing,  or  straining  at  stool  in- 
creases the  pain  because  of  increase  in  intra- 
abdominal or  intrathoracic  pressure.  Any  man- 
euver which  stretches  the  cord  will  accentuate 
root  pain.  When  a patient  lies  down  the  cord 
stretches  and  patients  will  often  tell  you  that 
the  pain  is  particularly  excruciating  when  they 
lie  down.  This  is  not  always  the  case  but  is 
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characteristically  so.  In  lumbar  root  pain,  any- 
thing which  stretches  the  nerve  root  such  as 
bending  down  or  twisting  in  a certain  position 
will  accentuate  the  root  pain.  The  pain  may 
radiate  down  the  buttock  or  down  the  leg  but 
it  is  possible  not  to  have  this  radiation  with  root 
pain.  We  may  get  an  idea  of  the  localization  of 
the  spinal  segment  where  the  difficulty  lies  if 
we  have  the  patient  describe  the  radiation  of  the 
pain.  Unfortunately,  sometimes  these  are  false 
localizing  signs.  Radiation  down  the  posterior 
part  of  the  leg  is  often  from  the  S-l  spinal  level. 
If  pain  radiates  down  the  lateral  and  anterior 
part  of  the  leg,  the  localization  is  often  an  L-5 
spinal  level.  If  it  radiates  down  the  lateral  leg 
and  crosses  at  the  knee  and  goes  down  the 
medial  leg  it  can  be  at  the  L-4  spinal  level.  I 
think  that  it  is  important  to  stress  that  charac- 
teristic radiation  is  not  always  present.  In  this 
case,  according  to  the  protocol  the  pain  radiated 
in  a sciatic  distribution.  What  that  usually 
means  is  radiation  down  the  posterior  as- 
pect of  the  leg.  A more  detailed  description 
of  the  radiation  of  the  pain  would  have  been 
helplul  but  we  do  not  have  that  information. 
On  physical  examination  the  patient  may  or 
may  not  have  objective  findings.  If  the  pain  is 
due  to  root  involvement  then  the  sensory  or 
motor  findings  should  be  found  at  specific  der- 
matomal  levels.  You  are  probably  all  familiar 
with  the  dermatome  diagrams  that  are  seen  in 
any  textbook.  In  a patient  that  has  difficulty 
at  the  S-l  level  the  patient  will  have  loss  of  sen- 
sation along  the  lateral  aspect  of  his  foot  and 
have  difficulty  standing  on  his  toes.  If  the  dif- 
ficulty is  at  the  L-4  and  L-5  level  the  patient 
may  have  difficulty  standing  on  his  heels.  The 
sensory  changes  are  usually  over  the  dorsum  of 
the  foot.  The  stretch  reflexes  may  help  us  with 
localization  to  a particular  root.  A decreased 
ankle  jerk  should  make  us  suspect  localization 
at  the  S-l  level.  If  the  L-5  level  is  involved,  you 
may  have  no  changes.  If  the  L-4  level  is  involved 
you  may  have  an  absence  of  a knee  jerk.  In  this 
case  there  was  an  absence  of  a knee  jerk  and 
we  suspected  localization  at  the  L-4  level.  How- 
ever, there  was  sensory  impairment  on  the 
lateral  aspect  of  the  foot  suggesting  localization 
at  the  S-l  level.  Therefore,  we  have  contradic- 
tory findings.  The  inability  to  walk  on  the  heels 
is  described  in  the  protocol  which  suggests  in- 
\ olvement  at  the  L-4  or  L-5  level.  But  I should 
say  here  that  the  inability  to  walk  on  the  heels 
may  have  been  due  to  pain  and  this  is  something 
that  you  can  tell  better  at  the  actual  time  of 
physical  examination.  Therefore,  our  localizing 
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signs  are  not  helpful.  The  patient  did  have  root 
oain  because  it  was  accentuated  by  coughing 
and  lying  down.  Remissions  and  exacerbations 
of  the  pain  are  not  infrequent  in  root  compres- 
sion. 

Before  I get  onto  the  discussion  and  causes  of 
root  pain  I would  like  to  show  a diagram  of  a 
typical  spinal  nerve.  The  anterior  root  or  ven- 
tral root  fibers  issue  from  the  anterior  horn  cells 
and  are  motor.  The  posterior  root  has  a ganglion 
and  is  sensory.  Cells  in  the  ganglion  send 
fibers  into  the  cord  and  receive  fibers  from  dis- 
tal areas.  The  anterior  and  posterior  roots  fused 
to  form  a spinal  nerve.  There  are  also  rami 
communicants  which  connect  with  the  sym- 
pathetic system.  Now  there  are  lesions  which 
can  affect  the  spinal  nerve  or  the  roots.  What  is 
more,  different  areas  may  be  affected  in  dif- 
ferent ways  and  in  different  degrees.  It  is  some- 
times hard  to  tell  whether  the  roots  or  spinal 
nerves  are  being  affected.  This  anatomy  is  all 
within  the  spinal  canal  and  the  real  decision 
is  whether  there  is  actually  impingement  on  the 
root. 


Fig.  I. 


Here  is  a table  of  some  of  the  common  causes 
of  root  pain. 

CAUSES  OF  ROOT  PAIN 

A.  Intervertebral  disc  (herniated) 

B.  Tumors  of  spinal  canal 

1.  metastatic  neoplasm 

2.  meningioma 

3.  neurofibroma 

4.  ependymoma 

5.  perineural  cyst 

C.  Trauma 

1.  fractures  of  vertebra 

2.  dislocated  vertebra 

D.  Degenerative  disease 

1.  Osteoarthritis  (degenerative  joint  disease) 


E.  Congenital  deformity 
1.  Spondylolethesis 

F.  Inflammatory  diseases 

1.  epidural  abscess 

2.  Meningitis 

3.  Herpes  zoster 

4.  Pachymeningitis  (syphilis) 

G.  Toxic  and  allergic 

1.  Guillain-Barre  (polyneuritis) 

F.  Hemorrhages 

1.  Subarachnoid  and  epidural 

By  far  the  most  common  cause  of  root  pain  is 
a herniated  intervertebral  disc.  The  inter- 
vertebral disc  is  a cushion  between  the  vertebral 
bodies.  As  you  know,  the  soft  nucleus  pulposus 
is  the  cushion  of  the  disc  and  this  is  tightly  held 
in  place  by  the  annulus  fibrosis  which  attaches 
to  the  vertebral  bodies  all  around  the  circum- 
ference outside  of  the  vertebral  bodies  thus 
holding  the  soft  nucleus  pulposus  in  place.  If 
the  annulus  fibrosis  ruptures,  the  nucleus  pul- 
posus will  extrude  through  the  defect  and  can 
compress  nearby  structures.  Rupture  of  the 
annulus  fibrosis  may  occur  with  bending  or 
twisting.  The  most  common  point  of  rupture  is 
posteriorly  and  the  spinal  cord  or  nerve  roots 
may  be  compressed. 

Tumors  in  the  spinal  canal  may  be  intra- 
medullar (within  the  spinal  cord),  intradural,  or 
extradural  in  position.  All  of  these  can  cause 
spinal  cord  compression.  Extradural  tumors  are 
usually  metastatic  neoplasms  which  may  come 
from  any  number  of  primary  sources  such  as 
the  lung  and  breast.  Myeloma  and  lymphomas 
may  also  occur  in  the  epidural  space.  Meningio- 
mas and  neurofibromas  and  occasionally  epen- 
dymomas and  perineural  cysts  are  intradural. 
Intramedullary  tumors  are  rare.  Trauma  and 
degenerative  diseases  speak  for  themselves.  Con- 
genital deformities  such  as  spondylolethesis 
which  occurs  frequently  in  the  fifth  lumbar  ver- 
tebra, which  slips  forward  on  the  sacrum,  can  oc- 
cur. Inflammatory  disease  can  cause  root  com- 
pression. Epidural  abscesses  are  rare  but  occas- 
ionally one  sees  an  epidural  tuberculoma.  Men- 
ingitis of  all  varieties  may  cause  root  compres- 
sion. The  polyneuritis  of  Guillain-Barre  may  in 
its  early  course  simulate  the  symptoms  of  root 
compression.  Hemorrhages  may  also  cause  com- 
pression. If  the  lesion  occurs  within  the  dural 
sleeve,  the  cerebrospinal  fluid  protein  may  be 
elevated.  The  protein  may  be  elevated  in  inter- 
vertebral disc  protrusions,  with  tumors,  or  with 
trauma.  In  this  case  the  cerebrospinal  fluid  pro- 
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tein  was  elevated  (68  mg%).  The  finding  is  not 
of  differential  diagnostic  value. 

In  summary,  we  have  a patient  who  has  root 
compression  pain  and  has  objective  findings 
such  as  increased  pain  on  straight  leg  raising 
which  stretches  the  cord  and  its  covering.  The 
patient  also  has  positive  findings  such  as  absence 
of  sensation  on  the  lateral  aspect  of  the  foot  and 
a depressed  knee  jerk.  There  is  also  some  ques- 
tionable weakness  in  dorsiflexion  of  the  foot. 
All  of  these  findings  point  to  pain  of  root  origin. 
The  most  common  thing  causing  this,  of  course, 
would  be  intervertebral  disc  herniation. 

DR.  BARLOW:  Thank  you,  Dr.  Chipman.  As- 
suming this  may  be  an  intervertebral  disc,  Dr. 
Van  Demark,  what  are  the  indications  for  op- 
erating on  patients  with  herniated  interverte- 
bral discs? 

*DR.  VAN  DEMARK:  The  one  absolute  indica- 
tion for  operating  on  an  intervertebral  disc 
herniation  is  an  acute  urinary  or  bowel  reten- 
tion. Of  course,  this  is  an  emergency.  If  you 
have  a midline  disc  protrusion  like  this  causing 
paralysis  of  bladder  or  bowel  function,  then  you 
have  to  operate  immediately.  The  lateral  discs 
are  a different  story.  If  the  patient  does  not  re- 
spond to  conservative  therapy  and  has  intract- 
able pain  requiring  narcotics,  operation  is  in- 
dicated. It  has  been  shown  at  autopsy  that  5% 
of  all  people  have  protruded  discs.  It  is  obvious 
that  5%  of  people  do  not  require  laminectomy. 
DR.  BARLOW:  I think  that  we  might  discuss 
now  what  was  found  at  operation. 

DR.  SHREVES:  I think  that  when  you  embark 
on  a case  like  this  you  should  be  well  armed. 
I mean  that  you  should  have  a neurologist  see 
the  patient  if  one  is  available  to  make  sure  that 
there  is  not  an  unusual  neurologic  problem. 
Secondly,  I think  that  you  need  a good  myelo- 
gram. I think  that  you  have  to  work  up  each 
patient  thoroughly.  A famous  neurosurgeon 
used  to  say  that  the  diagnosis  of  ruptured  inter- 
vertebral disc  was  simple.  He  said  that  all  you 
had  to  have  was  pain  in  the  back  and  pain  in  the 
leg  with  an  absent  ankle  jerk  and  you  always 
have  a disc.  This  is  true.  What  he  left  out  was 
that  there  are  a number  of  other  findings  that 
you  can  have  and  there  may  be  a herniated  disc 
present.  I am  glad  that  the  indications  for  disc 
operation  were  discussed  because  when  I was 
working  with  Dr.  Mixter  we  reviewed  100  cases. 
88  of  these  after  a year  had  already  been  dis- 
charged from  the  service.  Our  criteria  for  doing 
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discs  obviously  were  not  very  good.  I think  (' 
that  we  were  doing  discs  very  eai’ly  before 
applying  conservative  measures  as  Dr.  Van 
Demark  pointed  out.  I certainly  feel  that  the 
patient  should  have  a good  trial  of  conservative 
therapy  before  having  a laminectomy.  I remem- 
ber very  early  in  the  history  of  disc  surgery,  I 
saw  Dr.  Graham,  a famous  neurosurgeon,  do  a 
disc  and  there  was  a lot  of  bleeding.  This  was 
because  the  patient  was  lying  on  her  abdomen. 
We  learned  that  you  must  get  the  patients  off 
their  abdomen  and  then  the  blood  loss  is  very 
little.  This  can  be  done  by  putting  rolls  under 
the  patients’  shoulders  and  hips  or  putting  them 
on  a frame.  This  stops  the  bleeding.  There  have 
been  great  advances  in  instruments  used  in  disc 
surgery.  I can  remember  Dr.  Huestis  Simms 
who  used  to  do  these  operations  under  local.  He 
would  go  in  laterally  and  would  take  a needle 
and  stimulate  the  affected  root  and  ask  the  pa- 
tient if  this  were  the  pain.  If  the  patient  said 
yes,  he  would  put  novocain  into  the  nerve  and 
proceed  to  take  out  the  disc.  Most  surgeons  do 
this  operation  as  a wide  open  laminectomy  and 
expose  L-4  and  L-5  spaces  so  that  they  can  have 
good  exposure  of  this  area. 

In  order  not  to  create  a problem  later,  Dr. 
Van  Demark  only  fuses  the  opposite  side  so  if 
he  has  to  go  back  in  again  in  this  area,  he  can 
easily  do  so.  In  this  case  an  incision  was  made 
over  the  spinal  lamina  of  L-3,  4,  5,  Sl-2.  The 
muscles  were  reflected  subperiostealy  on  the 
right  exposing  the  lamina  and  ligamentum 
flavum. 

The  ligamentum  flavum  was  removed  from 
L-5  and  S-l  interspace  first  and  the  space  was 
rongeured  open.  As  the  nerve  roots  were  ex- 
posed the  L-5  and  S-l  nerve  roots  proceeded  for 
about  one  inch  from  the  dura  and  then  there 
was  a fusiform  enlargement  of  the  nerve  root. 
This  extended  for  one-half  inch  distally  and 
then  the  nerve  root  became  normal  again.  Be- 
fore attacking  the  pathology,  the  interspaces  of 
L-4,  S-l  and  L-4  and  5 were  explored  by  re- 
moving the  fifth  lamina  completely.  The  nerve 
root  was  then  exposed  for  several  inches.  The 
fifth  nerve  root  and  fourth  nerve  root  were  also 
exposed.  No  herniated  disc  was  found.  Dr.  Smith 
was  called  to  see  the  patient  in  consultation.  He 
split  the  L-5  right  nerve  root  and  removed  some 
fragments  of  tumor  tissue. 

DR.  CHIPMAN:  Was  the  tumor  located  on  the 
posterior  or  anterior  nerve  root? 

DR.  SHREVES:  The  posterior,  I believe. 

DR.  BARLOW:  This  case  is  an  extremely  un- 
usual one.  The  tumor  described  by  Dr.  Shreves 
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Fig.  II. 
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Arrow  points  to  nest  of  ganglion  cells. 


proved  to  be  a ganglioneuroma.  Schwann  cells 
and  nerve  fibers  are  present  as  well  as  capsular 
cells  (Figs.  II  and  III),  but  these  can  be  seen  in 
peripheral  ganglioneuromas  according  to  Rus- 
sell and  Rubinstein.  There  were  no  neuroblas- 
tomatous  elements.  The  tumor  on  frozen  section 
actually  appeared  much  like  an  ordinary  gang- 
lion because  of  the  above  features;  and,  at  first, 
was  mistaken  for  such.  However,  after  finding 
out  the  location  of  the  tumor  and  realizing  that 
no  normal  ganglion  exists  in  this  region,  a diag- 
nosis of  ganglioneuroma  was  made.  The  gross  as 
well  as  microscopic  similarity  between  gang- 
lioneuroma and  enlarged  ganglion  is  also 
pointed  out  by  Russell  and  Rubinstein. 

Ganglioneuromas  are  benign  and  usually  oc- 
cur in  adults  or  older  children.  In  both  respects 
they  differ  from  neuroblastomas  (sympatho- 
goniomas  and  sympathicoblastomas)  which  are 
malignant  and  occur  in  infants  and  children. 
These  major  clinical  differences  should  be 
pointed  out  since  the  tumors  have  been  linked 
mainly  because  neuroblastomas  with  ganglion 
cells  have  been  reported  (ganglionneuroblas- 
toma).  Ganglionneuroblastoma  is  a quite  dif- 
ferent lesion  from  the  totally  benign  ganglion- 
euroma and  is  more  related  to  a neuroblastoma. 
Spontaneous  maturation  or  regression  have 
been  described  in  ganglionneuroblastomas  and 
their  prognosis  is  variable.  The  ganglioneuroma 
occurs  most  frequently  in  the  posterior  medias- 
tinum but  may  occur  anywhere  along  the  sym- 
pathetic chain  in  the  retroperitoneum  and  pel- 
vis. They  occur  in  the  adrenal  not  infrequently 
and  have  been  described  in  the  gastrointestinal 
tract.  The  latter,  however,  is  more  often  a dif- 
fuse ganglioneuromatous  proliferation  rather 
than  a true  tumor.  They  may  also  involve  the 


Fig.  III. 


Close-up  of  ganglion  cell. 


spinal  canal  but  usually  as  the  so-called  “hour 
glass”  lesion  having  an  extraspinal  as  well  as 
intraspinal  component.  A most  interesting 
article  was  published  by  Boyd  and  entitled 
“Intermediate  Sympathetic  Ganglia.”  He  quoted 
other  authorities  as  well  as  presenting  some  of 
his  own  work  demonstrating  the  existence  of 
whole  ganglia  or  nests  of  ganglion  cells  else- 
where than  in  the  paravertebral  sympathetic 
chain.  These  are  designated  intermediate  gang- 
lia and  explain  why  total  sympathetic  denerva- 
tion does  not  occur  after  a classic  “complete” 
surgical  sympathectomy.  Boyd  states  “we  found 
that  collections  of  autonomic  cells  which  escape 
the  surgeon’s  knife  in  lumbar  paravertebral  sym- 
pathectomy to  be  situated  for  the  most  part  dor- 
sal to  the  psoas  muscle  or  between  its  posterior 
fibers  of  origin.”  According  to  Boyd,  there  is  a 
cranial  group  of  ganglia  lying  in  the  cervical 
and  uppermost  thoracic  segments  and  a caudal 
group  related  to  the  lumbar  and  lowermost 
thoracic  segments.  These  ganglia  were  found 
mostly  on  the  course  of  the  rami  communicantes 
and  most  commonly  on  the  postganglionic  or 
grey  rami.  Therefore,  I raise  the  question  as  to 
whether  the  tumor  in  our  case  is  a simple  en- 
largement of  a peripheral  ganglion  instead  of  a 
true  neoplasm.  I cannot  prove  this,  but  it  cer- 
tainly is  a possibility. 

Because  of  the  varied  terminology,  the  neu- 
rogenous tumors  are  a confusing  group  not  only 
to  pathologists,  but  more  important  to  clinicians 
who  must  interpret  the  pathologic  report. 
Marked  differences  in  behavior  have  already 
been  pointed  out  between  neuroblastoma  and 
ganglioneuroma  so  I would  like  to  mention  a 
few  cardinal  points  about  other  neurogenous 
tumors. 
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The  neurofibroma  is  a nonencapsulated  lesion 
which  may  involve  any  organ  of  the  body  as  a 
more  or  less  localized  lesion  or  with  diffuse  pro- 
liferation of  an  organ  or  part  often  resulting  in 
enlargement  or  functional  alteration.  It  has  a 
poorly  organized  histologic  structure  and  does 
not  often  have  degenerative  changes.  Often  ir- 
regular cylindrical  enlargements  of  nerves  are 
seen  (plexiform  neurofibroma).  Neurofibroma 
is  usually  but  not  always  associated  with  other 
changes  of  von  Recklinghausen’s  disease  (neuro- 
fibromatous)  such  as  cafe  au  lait  spots  on  the 
skin,  congenital  anomalies  and  multiple  neuro- 
fibromas of  various  sites.  About  5-10%  of  pa- 
tients with  neurofibromatosis  will  develop 
malignant  change  in  one  of  their  neurofibromas. 
This  malignant  change  is  called  a neurofibro- 
sarcoma and  is  difficult  to  distinguish  from 
fibrosarcoma  or  other  soft  tissue  neoplasms 
except  by  the  fact  that  it  occurs  in  a patient 
with  neurofibromatosis  or  is  seen  arising  from 
a nerve.  Neurofibrosarcoma  variously  called 
neurogenic  fibrosarcoma  or  malignant  Schwan- 
noma usually  recurs  locally  and  metastasizes 
late.  Malignant  changes  in  a neurofibroma  can 
be  recognized  histologically  and  certainly  any 
patient  with  sudden  increase  in  growth  of  a 
previous  neurofibroma  or  a patient  with  neuro- 
fibromatosis with  symptoms  suggestive  of  an 
internal  tumor  should  be  investigated  with  the 
possibility  of  malignant  degeneration  of  a neuro- 
fibroma in  mind.  (Fig.  IV). 


Fig.  IV. 


Typical  haphazard  arrangement  of  nuclei  in  a neuro- 
fibroma. 


The  neurilemmoma  is  often  called  a Schwan- 
noma. The  latter  designation  is  unfortunate 
since  some  authorities  feel  both  neurofibroma 


and  neurilemmoma  are  derived  from  Schwann 
cells.  The  neurilemmoma  is  encapsulated  and 
usually  single.  It  may  be  seen  in  von  Reckling- 
hausen's disease  but  is  not  as  closely  associated 
with  this  entity  as  the  neurofibroma.  Neurilem- 
momas most  frequently  occur  in  the  posterior 
mediastinum,  retroperitoneum  or  along  a nerve 
root.  Intracranially,  the  most  frequent  form 
occurs  along  the  acoustic  nerve  (acoustic  neu- 
rinoma). Intrathecal  examples  occur.  Neurilem- 
momas of  peripheral  nerves  grossly  are  rare.  The 
tumor  is  encapsulated  and  may  have  areas  of 
cyst  formation  and  areas  of  hemorrhage  or  yel- 
low areas  of  degeneration  filled  with  foam  cells 
microscopically.  The  microscopic  picture  of  neu- 
rilemmoma is  characterized  by  two  types  of 
tissue  called  Antoni  Type  A and  Antoni  Type  B. 
Antoni  Type  A tissue  shows  intertwining  bundles 
of  spindle  cells  often  with  areas  of  palisaded 
nuclei.  This  palisaded  arrangement  is  quite 
characteristic.  Antoni  Type  B tissue  is  a loose 
textured  and  reticular  tissue.  (Fig.  V).  Neu- 
rilemmomas may  rarely  undergo  malignant 
degeneration. 


Fig.  V. 


Palisade  arrangement  in  neurilemmoma.  These  pal- 
isaded nuclei  are  sometimes  referred  to  as  verrocay 
bodies. 


The  last  type  of  tumor  is  not  a neoplasm.  This 
is  a neuroma  which  is  produced  when  a peri- 
pheral nerve  is  severed.  Attempted  regenera- 
tion allows  fibers  to  proliferate  from  the  intact 
end  of  the  nerve  into  the  surrounding  fibrous 
tissue.  The  result  is  a mixture  of  nerve  fibers 
and  scar  tissue  giving  rise  to  a painful  swelling. 
In  conclusion,  I might  say  that  all  authorities 
do  not  agree  with  all  the  above  statements  but 
they  are  the  more  prevalent  hypotheses. 
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:>OST  FINDING  DISCUSSION: 

DR.  VAN  DEMARK:  I would  like  to  mention 
me  thing.  That  these  ganglia  that  were  des- 
cribed can  be  found  on  the  dorsum  of  the  sac- 
rum. How  common  they  are,  I do  not  know. 
3ut  they  can  be  found  there.  I have  seen  two  of 
chese  cases.  In  one  of  them  a neurosurgeon 
-emoved  such  a tumor  and  transected  the  nerve 
root.  The  patient  had  some  paralysis  but  re- 
covered. 

*DR.  GIEBINK:  I have  a question.  If  a disc 
herniates,  can  there  be  resorption  of  the  disc 
tissue  with  scarring  in  the  region  later  and  no 
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apparent  disc? 

DR.  SHREVES:  Yes,  you  can  even  get  calcifica- 
tion of  the  disc  tissue.  I think  the  disc  de- 
hydrates and  you  can  get  the  findings  you  des- 
cribed. 
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You  were  going 
to  tuck  a little  away 


remember? 


If  they’re  lost,  stole 
destroyed,  we  rcpln 


What  happened? 

If  you're  like  most  people, 
a little  something  came  up 
and  you  decided  to  wait 
until  next  payday  and  put 
twice  as  much  away. 

The  next  payday  came. 

You  decided  to  wait  and 
get  a fresh  start  at  the  first 
of  the  month. 

Now  a year’s  gone  by  and 
your  savings  program  is 
still  waiting  to  get  started. 
Don't  let  it  wait  any  longer. 
Sign  up  for  the  Payroll 
Savings  Plan  where  you 
work.  That  way  every  pay- 
day an  amount  you  specify 
will  automatically  be  de- 
ducted from  your  pay- 
check  and  invested  in  U.S. 
Savings  Bonds. 

By  this  time  next  year  the 
little  bit  you  automatically 
tucked  away  every  payday 
will  have  grown  into  the 
bank-roll  you  planned  on 
having  right  now  ...  if  you 
had  remembered  to  get 
started. 
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Pop's  Proverbs 

Collecting  antiques  is  a 
very  pleasant  hobby,  but  it 
is  less  pleasant  to  be  a part 
of  your  collection. 


W.  A.  Stephens,  M.D.,  Faulk- 
ton,  attended  a week  long 
medical  seminar  at  Letterman 
Army  Hospital  in  San  Fran- 
cisco, California. 

jJc  'Jfi  ij: 

The  Department  of  Public 
Welfare  announced  the  resig- 
nation of  Paul  Koren,  M.D.  as 
director.  Dr.  Koren  will  as- 
sume the  position  of  medical 
director  for  Blue  Cross  and 
Blue  Shield  in  Phoenix,  Ari- 
zona. 

❖ * * 

A.  P.  Reding,  M.D.,  Marion, 
was  elected  president  of  the 
North  Central  Conference  for 
the  coming  year.  South  Da- 
kota physicians  attending  the 
conference  held  in  St.  Paul  in- 
cluded R.  H.  Quinn,  M.D., 
Sioux  Falls;  A.  P.  Reding, 
M.D.,  Marion;  E.  T.  Lietzke, 
M.D.,  B e r e s f o r d;  R.  A. 
Buchanan,  M.D.,  Huron;  J.  B. 
Gregg,  M.D.,  Sioux  Falls; 
M.  M.  Morrissey,  M.D.,  Pierre; 
John  Stransky,  M.D.,  Water- 
town;  and  C.  Rodney  Sioltz, 
M.D.,  Watertown.  Staff  mem- 
bers in  attendance  were  Rich- 
ard C.  Erickson,  Patty  Butler 
and  Peter  Galindo. 


R.  H.  Quinn,  M.D.,  president 
of  the  State  Association,  made 
his  official  visitation  to  the 
Yankton  District  Medical  So- 
ciety on  November  19. 
Seventy-five  physicians,  wives 
and  guests  were  in  attendance 
to  hear  Dr.  Quinn  discuss  the 
Association’s  1970  legislative 
program. 

James  Larson,  M.D.,  Water- 
town,  participated  in  a nursing 
seminar,  “Mastectomy,  a 
Threat  to  Femininity?”  at  St. 
Ann’s  Hospital  in  Watertown. 
Edward  Huppler,  M.D.  and 
Walter  Gysin,  M.D.,  both  of 
Watertown,  arranged  the  pro- 
gram. 
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CONTRIBUTION 
TO  THE 

SOUTH  DAKOTA 
MEDICAL  SCHOOL 
ENDOWMENT 
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L.  J.  Pankow,  M.D.,  re- 
tired Sioux  Falls  physician, 
died  at  his  home  at  the  age 
of  72.  Dr.  Pankow  held 
every  elective  office  in  the 
Seventh  District  Medical 
Society  and  the  State  Med- 
ical Association,  and  served 
as  president  of  the  State 
Association  in  1950-1951.  He 
received  the  Association’s 
Distinguished  Service 
Award  in  1960.  Dr.  Pankow 
was  a charter  member  of 
the  South  Dakota  Chapter, 
American  Academy  of  Gen- 
eral Practice.  He  has  been 
the  author  of  Pop’s  Pro- 
verbs which  appear  in  the 
Journal  of  Medicine.  After 
forty  years  of  practice  in 
Sioux  Falls,  he  retired  in 
1965.  Surviving  are  h i s 
widow  and  a daughter,  Mrs. 
Lyndon  King,  Sioux  Falls. 


F.  W.  Valkenaar,  M.D., 

Mitchell,  died  October  23  at 
the  age  of  89.  Dr.  Valkenaar 
graduated  from  the  Univer- 
sity of  Iowa  Medical  School 
in  1907.  He  practiced  med- 
icine in  Chancellor  for  fifty- 
two  years  before  retiring  in 
1959.  He  is  survived  by  his 
widow,  a son  and  two 
daughters. 
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John  Hoskins,  M.D.,  Sioux 
Falls,  recently  returned  from 
the  military  service  and  has 
re-established  his  practice  of 
urology  in  the  offices  of  Hos- 
kins, Hoskins  and  Ochsner. 


Citizens  in  Britton  honored 
Leo  W.  Graff,  M.D.  at  an  open 
house  and  reception  for  his 
many  years  of  practice  in  that 
community.  Dr.  and  Mrs. 
Graff  are  now  residing  in  Sun 
City,  Arizona. 


T.  R.  Anderson,  M.D.  and 
Loyd  R.  Wagner,  M.D.,  both 
of  Sioux  Falls,  announced  the 
association  of  John  E.  Kil- 
bride, M.D.  in  the  practice  of 
pathology. 


(Continued  from  Page  39) 

He  quietly  financed  a broke,  young  executive 
secretary  into  a home  in  1946,  educated  a couple 
of  young  people  unnoticed  and  unsung,  and 
without  a murmur  gave  away  more  medical 
care  than  anyone  ever  realized.  I have  seen  him 
challenge  a young  woman  to  develop  a will  to 
live  and  I’ve  read  sincere  and  beautiful  poetry 
that  he  wrote  for  a patient  who  needed  some- 
thing different  than  the  science  of  medicine. 

Perhaps  his  science  was  the  “art”  of  medicine. 
He  often  referred  to  himself  as  a self-made 
psychiatrist  because  much  of  his  practice  needed 
that  type  of  help  when  there  were  no  psy- 
chiatrists in  private  practice.  In  the  heyday  of 
his  practice  he  saw  hundreds  of  patients  who 
loved  him  dearly  after  they  became  aware  of 
his  empathy  with  them. 

Louis  Pankow  was  a contradictory  character, 
hard  as  nails,  softhearted,  never  a fool,  some- 
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times  a buffoon.  I have  seen  him  cry  sincerely 
and  openly  over  an  honor  granted  him  and  I 
have  seen  him  cry  where  the  notes  in  his  writ- 
ten speech  reminded  him  to  do  so.  I have  seen 
him  play  Santa  Claus  for  little  children  and  I 
have  seen  him  be  Santa  Claus  to  little  children. 

My  eighteen  years  in  South  Dakota  as  a 
friend,  confidante  and  student  of  Louis  Pankow 
have  given  me  an  insight  into  the  man  and  his 
impact  on  South  Dakota  medicine  that  may  well 
exceed  that  of  many  of  his  colleagues.  In  any 
event  I value  highly  the  time  and  affection  he 
gave  me  — he  was  my  friend. 

By  John  C.  Foster 
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A Senate  subcommittee  said  that  the  number 
of  medical  malpractice  suits  probably  will  in- 
crease and  “the  situation  threatens  to  become  a 
national  crisis.” 

Sen.  Abraham  Ribicoff  (D.,  La.),  chairman  of 
the  Subcommittee  on  Executive  Reorganization 
which  has  been  reviewing  the  federal  role  in  the 
nation’s  health  care  problems  for  nearly  two 
years,  reported  eight  conclusions  after  an  exten- 
sive staff  study.  They  are: 

“1.  The  number  of  malpractice  suits  and 
claims  is  rising  sharply  in  certain  regions  of  the 
country.  The  size  of  judgments  and  settlements 
is  increasing  rapidly. 

“2.  Most  malpractice  suits  are  the  direct  re- 
sult of  injuries  suffered  by  patients  during  med- 
ical treatment  or  surgery.  The  majority  have 
proved  justifiable.  These  suits  are  the  indirect 
result  of  a deterioration  of  the  traditional 
physician-patient  relationship. 

“3.  The  publicity  given  to  higher  malpractice 
judgments  and  settlements,  based  frequently 
on  new  legal  precedents,  is  likely  to  trigger  in- 
creasing litigation  in  other  States.  The  situation 
threatens  to  become  a national  crisis. 

“4.  Already,  higher  judgments  and  settle- 
ments are  having  the  following  direct  results: 

(a)  Companies  providing  malpractice  insur- 
ance are  increasing  the  cost  of  coverage. 

(b)  These  costs  — in  the  form  of  higher 
charges  — are  being  passed  on  to  patients, 
their  health  care  insurance  companies, 
and  federal  health  care  programs. 

“5.  The  rising  number  of  malpractice  suits  is 
forcing  physicians  to  practice  what  they  call 
defensive  medicine,  viewing  each  patient  as  a 
potential  malpractice  claimant.  Physicians  often 
order  excessive  diagnostic  procedures  for  pa- 
tients, thereby  increasing  the  cost  of  care.  More- 


over, they  are  declining  to  perform  other  pro- 
cedures, which  in  themselves,  may  entail  some 
risk  of  patient  injury. 

“6.  At  present,  it  appears  that  no  one  affected  I 
by  the  rise  in  malpractice  suits  and  claims  has 
been  able  to  deal  with  this  problem  in  a manner 
that  promises  to  alleviate  this  situation. 

“7.  The  lion’s  share  of  the  total  cost  to  the  in-  J 
surance  companies  of  malpractice  suits  and  ! 
claims  goes  to  the  legal  community. 

“8.  There  is  a definite  federal  role  in  the  mal-  ; 
practice  problem.” 

Specialists  listed  as  having  “a  greater  poten- 
tial exposure  to  malpractice  suits”  were  ortho- 
pedic surgeons,  general  surgeons,  neurosurgeons, 
anesthesiologists,  obstetricians  and  gynecologists. 

The  1150-page  report  included  responses  from  | 
staff  inquiries  to  the  American  Medical  Associa- 
tion, the  American  Hospital  Association,  lawyers 
and  malpractice  insurance  companies. 

If  the  situation  continues  to  worsen,  the  report 
said,  the  federal  government  “may  have  to  con- 
sider ...  a reinsurance  pool  to  which  it  would 
contribute.” 

If  the  federal  government  moves  into  the  mal- 
practice area,  the  report  said,  it  also  should 
consider: 

“.  . . whether  medical  or  surgical  injury  to  a J 
patient  is  a community  responsibility  and  there-  | 
fore  compensable  by  the  community. 

“.  . . whether  it  must  provide  legal  aid  to  the 
poor  to  help  them  seek  redress  from  personal 
medical  or  surgical  injury. 

“•  • • whether  it  will  insist  upon  creation  of  / 
more  effective  regulatory  devices  over  health  \ 
pi  ofessionals  and  health  facilities  to  assure  that  j 
those  who  are  providing  care  are  competent  to 
do  so.” 
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CARCINOMA  OF  THE  EXTERNAL  NOSE 
AND  VESTIBULE 

C.  T.  Yarington,  Jr.,  M.D.,  F.A.C.S. 

Chairman 

Department  of  Otorhinolaryngology 
University  of  Nebraska 
College  of  Medicine 
Omaha 


Carcinoma  of  the  nose  can  be  classified  as 
carcinoma  of  the  external  nasal  area  and  car- 
cinoma of  the  interior  of  the  nose.  It  is  not  in- 
frequent for  carcinoma  to  involve  the  nose  by 
direct  extension  from  adjacent  structures  such 
as,  the  paranasal  sinuses,  the  orbit,  the  skin  of 
the  face,  the  upper  lip,  and  oral  cavity.  For  the 
purposes  of  this  discussion,  however,  only 
epidermoid  carcinoma  arising  from  the  external 
and  internal  nasal  structure  will  be  considered. 

Epidermoid  carcinoma  of  the  skin  of  the 
nose  is  most  frequently  of  basal  cell  origin. 
These  epitheliomas  have  been  treated  with  suc- 
cess by  many  methods  of  therapy  including  sur- 
gery, irradiation,  electrocautery,  cryosurgery, 
and  chemosurgery.  Although  some  considerable 
enthusiasm  exists  in  many  circles  for  chemo- 
surgery of  lesions  of  this  sort,  it  is  thought  by 
others  that  this  is  a rather  time  consuming, 
drawn  out  form  of  therapy  and  that  the  clinical 
reports  exhibit  a significant  percentage  of  pa- 
tients lost  to  follow-up.  In  contrast,  surgery 
offers  microscopic  evaluations  of  the  margins  of 
resection  as  well  as  relatively  brief  work  loss 
and  usually  adequate  cosmetic  results.  Radiation 
therapy,  while  prolonging  the  form  of  treatment 
somewhat,  offers  results  equal  and  in  some  cases 
surpassing  those  following  surgery.  It  is  thus 
difficult  to  generalize  and  offer  a treatment  of 


choice  for  basal  cell  epitheliomas  of  the  external 
nose  as  one  must  consider  the  location,  size,  and 
depth  of  the  lesion  as  well  as  the  general  status 
of  the  patient  and  his  needs  and  desires. 

Squamous  cell  carcinoma  of  the  external  nose, 
on  the  other  hand,  is  a more  serious  problem. 
The  tumor  grows  more  rapidly,  metastasizes 
earlier,  and  in  general  carries  a more  unfavor- 
able prognosis.  Although  radiation  therapy  is 
frequently  successful  in  the  treatment  of  this 
lesion  when  it  is  limited  to  the  cutaneous  tissue, 
the  close  relationship  of  the  skin  to  the  bones 
and  cartilages  of  the  nose  often  make  it  difficult 
to  determine  whether  bony  or  cartilaginous 
involvement  is  present  and  frequently  this  is 
the  case.  Wide  surgical  excision  is  the  treatment 
of  choice  when  squamous  carcinoma  of  the  nose 
extends  beneath  the  cutaneous  tissue  or  involves 
bone  or  cartilage. 

In  so  called  basosquamous  lesions  of  the  nose, 
it  is  important  to  differentiate  whether  or  not 
the  squamous  cells  actually  have  malignant  his- 
tology. If  the  squamous  epithelial  components 
are  in  fact  malignant,  the  term  basosquamous 
carcinoma  may  be  used  and  the  lesion  should  be 
treated  as  a squamous  cell  carcinoma. 

All  suspicious  lesions  of  the  skin  of  the  exter- 
nal nose  should  be  considered  malignant  until 
histologically  proven  otherwise.  Once  histologic 
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FIGURE  1:  Typical  Defect  to  be  Repaired  by  Fore- 
head Flap  Demonstrating  the  Flap  in  the  Delayed 
Stage. 


FIGURE  2:  The  End  Result  of  the  Case  in  Figure  1 
Following  Reconstruction  with  a Forehead  Flap. 


FIGURE  3:  Typical  Basal  Cell  Carcinoma  on  the  Alar 
Crease  Ideally  Suited  for  a Composite  Graft. 


FIGURE  4:  The  Result  Obtained  in  Figure  3 Using 
a Composite  Graft  from  the  Ear. 


confirmation  of  the  diagnosis  has  been  obtained, 
appropriate  therapy  may  be  carried  out  as  noted 
above.  Carcinomas  of  the  internal  nose  must 
include  also  the  basal  cell  and  squamous  cell 
carcinoma  of  the  vestibule  of  the  nares  which  is 
lined  by  squamous  epithelium.  Squamous  cell 
carcinomas  in  this  area,  while  infrequent,  are 
serious  problems  carrying  a poor  prognosis 
usually  due  to  late  diagnosis.  Carcinoma  of  the 


nasal  septum  is  even  more  infrequent  and  since 
the  first  accurate  description  of  this  entity  in 
1902,  only  approximately  fifty  cases  have  been 
described  in  detail. 

Due  to  the  mid-line  location  of  the  nasal  sep- 
tum and  columella,  malignancies  involving  this 
area  are  prone  to  bilateral  metastases  to  the 
neck  and  cutaneous  lymphatic  tissue  of  the  face. 
For  this  reason,  resection  is  often  difficult  once 


10 


SOUTH  DAKOTA 


12 


metastasis  has  occurred  and  the  prognosis  is  ex- 
tremely poor.  On  the  other  hand,  for  early 
isolated  squamous  cell  carcinomas,  occurring  at 
the  junction  of  the  mucous  membrane  and 
squamous  epithelium  on  the  nasal  septum,  wide 
excision  with  adequate  cosmetic  repair  is  usually 
both  feasible  and  offers  a good  prognosis.  Here 
again,  however,  the  difficulty  is  in  obtaining  an 
early  diagnosis. 

The  primary  principle  involved  in  the  surgical 
correction  of  carcinomas  of  the  nasal  structures 
is  wide  adequate  excision  with  histologically 
adequate  margins  of  resection  and  either  im- 
mediate or  delayed  cosmetic  reconstruction  with 
local  tissue.  One  of  the  greatest  difficulties  en- 
countered with  nasal  carcinoma  is  the  problem 
of  the  inadequate  surgical  incision  and  con- 
tinued recurrence  leading  to  considerable  scar- 
ring, multiple  surgical  procedures,  great  de- 
formity, and  usually,  ultimate  metastases.  This 
problem  usually  occurs  when  the  care  is  under- 
taken by  a surgeon  not  well  grounded  in  recon- 
structive principles  who  is  hesitant  in  doing  a 
wide  adequate  resection  for  fear  of  inability  to 
reconstruct  the  remaining  tissues.  Obviously 
then,  to  avoid  this  problem,  the  surgeon  offering 
primary  therapy  has  the  greatest  chance  of  suc- 
cess and  requires  an  adequate  knowledge  of  the 
reconstructive  methods  available. 

Reconstruction  of  the  nose  following  surgical 
excision  may  be  accomplished  in  a variety  of 
ways.  Composite  grafts  from  the  ear  are  of  great 
value  in  closing  defects  of  the  ala  of  up  to  two 
centimeters  in  width.  Surfaces  of  skin  loss  with 
or  without  the  supporting  structures  may 
usually  be  repaired  by  advancement  or  rotation 
pedicles  and  frequently  by  rotation  pedicles  or 
island  pedicles  from  the  forehead.  Large  losses 
of  tissue  and  supporting  structures  are  fre- 
quently repaired  with  the  use  of  the  forehead 
flap,  the  scalp  flap,  and,  less  frequently,  by  dis- 
tant tube  pedicles.  While  a history  of  radiation 
therapy  makes  healing  somewhat  more  tenuous, 
reconstruction  can  usually  still  be  achieved  if 
an  adequate  blood  supply  is  achieved  through 
the  pedicle  of  the  graft  and  adequate  prepara- 
tion of  the  surface  area  for  receiving  the  pedicle 
is  obtained. 

In  summary,  with  early  diagnosis,  a high  in- 
dex of  suspicion,  and  wise  choice  as  to  methods 
of  therapy,  carcinoma  of  the  nose  should  not 
offer  a poor  prognosis.  When  surgery  is  the 
choice  of  therapy,  wide,  adequate  surgical  re- 
section should  be  accomplished  by  a surgeon 
who  is  ready  and  able  to  undertake  the  recon- 
structive measures  that  will  be  required. 
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Doctor,  after  all  we’ve 
been  through  together. . . 


abscess 

acne 

amebiasis 

anthrax 

bacillary  dysentery 
bartonellosis 
bronchitis 
bronchopulmonary 
infection 


brucellosis 
chancroid 
diphtheria 
endocarditis 
genitourinary 
infections 
gonorrhea 
granuloma  inguinale 
listeriosis 

lymphogranuloma 


mixed  bacterial 
infection 
osteomyelitis 
otitis 
pertussis 
pharyngitis 
pneumonia 
psittacosis 
pyelonephritis 


Rocky  Mountain 
spotted  fever 
scarlet  fever 
septicemias 
sinusitis 

soft  tissue  infection 
tonsillitis 
tularemia 
typhus  fever 
urethritis 


. . .don’t  you  think  it’s  time 
we  were  on  a first-name  basis? 

call  me“AchrO'V  ” 


Every  pharmacist  knows  ACHRO  V stands  for  ACHROMYCIN®  V 


Contraindications:  Hypersensitivity  to 
tetracycline. 

Warning:  In  renal  impairment,  since 
liver  toxicity  is  possible,  lower  doses 
are  indicated;  during  prolonged  therapy 
consider  serum  level  determinations. 
Photodynamic  reaction  to  sunlight  may 
occur  in  hypersensitive  persons. 
Photosensitive  individuals  should 
avoid  exposure;  discontinue  treatment 
if  skin  discomfort  occurs. 

Precautions:  Nonsusceptible  organisms 


may  overgrow;  treat  superinfection 
appropriately.  Tetracycline  may  form  a 
stable  calcium  complex  in  bone-forming 
tissue  and  may  cause  dental  staining 
during  tooth  development  (last  half  of 
pregnancy,  neonatal  period,  infancy, 
early  childhood). 

Adverse  Reactions:  Gastrointestinal— 
anorexia,  nausea,  vomiting,  diarrhea, 
stomatitis,  glossitis,  enterocolitis, 
pruritus  ani.  Skin— maculopapular  and 
erythematous  rashes;  exfoliative 


dermatitis;  photosensitivity; 
onycholysis,  nail  discoloration.  Kidney 
—dose-related  rise  in  BUN. 
Hypersensitivity  reactions— urticaria, 
angioneurotic  edema,  anaphylaxis. 
Intracranial— bulging  fontanels  in  young 
infants.  Teeth— yellow-brown  staining; 
enamel  hypoplasia.  Blood — anemia,  throm 
bocytopenic  purpura,  neutropenia,  eosino 
philia.  Liver— cholestasis  at  high  dosage. 
Upon  adverse  reaction,  stop  medication 
and  treat  appropriately. 


AchromycirtV 

Tetracycline 


EEDERLE  LABORATORIES  • A Division  of  American  Cyanamid  Company.  Pearl  River,  New  York  10965 
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USE  OF  ANTI-ARRHYTHMIC  AGENTS 
OTHER  THAN  DIGITALIS 


by 

Leonard  S.  Dreifus,  M.D. 
Department  of  Medicine, 
Hahnemann  Medical  College, 
Philadelphia,  Pa. 


QUINIDINE 

The  current  therapeutic  status  of  quinidine 
has  changed  little  since  Wenckebach’s  classic 
observations  on  recurrent  atrial  fibrillation. 
Although  many  antiarrhythmic  agents  have  ap- 
peared on  the  pharmacologic  horizon,  none  has 
surpassed  the  efficacy  of  quinidine,  an  agent 
effective  in  any  active  arrhythmia,  whether 
atrial,  A-V  nodal  or  ventricular.  The  introduc- 
tion of  precordial  electroshock  therapy  by  Zoll 
and  his  associates  and  Lown  has  imparted  a new 
dimension  in  the  approach  to  antiarrhythmic 
therapy  and  made  it  possible  to  convert  almost 
90  per  cent  of  the  patients  with  atrial  fibril- 
lation to  sinus  rhythm.  Nevertheless,  the  use- 
fulness of  quinidine  has  not  diminished  because 
a pharmacologic  program  must  be  instituted 
to  maintain  a sinus  rhythm  even  after  electro- 
conversion. 

The  usual  drug  method  of  converting  atrial 
fibrillation  to  sinus  rhythm  in  the  digitalized 
patient  is  to  administer  quinidine  in  a dosage  of 
0.2  gm  every  2 hours  for  5 doses  the  first  day; 
0.3  gm  every  2 hours  for  5 doses  the  second  day; 
0.4  gm  every  2 hours  for  5 doses  the  third  day; 
and  so  forth.  If  conversion  fails  at  0.6  gm  (total 
daily  dose  of  3.0),  the  likelihood  of  conversion  is 
small  and  the  maintenance  of  sinus  rhythm  is 
probably  not  feasible.  Higher  doses  are  attended 
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with  toxicity,  quinidine  syncope,  and  cardiac 
standstill.  Although  quinidine  may  be  useful 
in  converting  atrial  flutter,  the  drug  should  not 
be  used  to  convert  atrial  flutter  with  2:1  A-V 
conduction  ratio  without  prior  digitalization, 
since  the  vagolytic  effects  of  quinidine  may 
allow  1:1  A-V  conduction  to  occur  with  a danger- 
ously rapid  ventricular  rate.  Quinidine  may  be 
administered  in  a dose  of  0.2  to  0.4  gm  three  to 
four  times  a day  to  control  ventricular  or  atrial 
premature  systoles.  Quinidine  may  be  effective 
in  the  treatment  of  arrhythmias  associated  with 
Wolff-Parkinson-White  syndrome  and  occasion- 
ally it  may  abolish  the  electrocardiographic 
changes  of  this  syndrome.  The  combination  of  a 
small  dose  of  quinidine  100  to  200  mg  Q.I.D.  with 
propranolol  10  to  20  mg.  Q.I.D.  has  proved  ex- 
tremely effective  in  controlling  Wolff-Parkin- 
son-White tachycardia,  recurrent  atrial  flutter 
or  fibrillation  and  in  the  presence  of  intermit- 
tent ventricular  tachycardia. 

Although  it  has  been  traditionally  recom- 
mended that  a test  of  quinidine  be  given  to  elicit 
idiosyncrasy,  many  clinicians  utilize  the  first 
dose  of  a therapeutic  program  for  this  purpose. 

Toxicity  may  be  manifested  by  pulmonary, 
gastrointestinal,  or  cardiac  signs  and  symptoms. 
Cyanosis,  respiratory  depression,  vascular  col- 
lapse, restlessness,  pallor,  cold  sweat  and  syn- 
cope are  not  uncommon.  Cinchonism  may  de- 
velop with  tinnitus,  vertigo,  visual  disturbances, 
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headache,  confusion,  angioneurotic  edema,  nau- 
sea, vomiting,  diarrhea,  fever,  or  cutaneous 
manifestations.  Thrombocytopenia  has  been  ob- 
served occasionally  and  may  be  associated  with 
a grave  prognosis. 

A widening  of  the  QRS  complex  of  more  than 
25  per  cent  is  a warning  of  impending  toxicity 
and  the  drug  should  be  discontinued.  Cardio- 
toxicity  may  be  successfully  antagonized  by 
40  to  80  mEq  molar  sodium  bicarbonate  or  1 to 
3 mg  per  minute  of  isoproterenol. 

PROCAINAMIDE 

More  than  40  years  ago,  it  was  found  that  pro- 
caine could  paralyze  extracardiac  nerves;  but, 
because  of  rapid  hydrolysis,  therapeutic  levels 
were  difficult  to  maintain  and  it  never  became 
a clinically  useful  antiarrhythmic  drug.  On  the 
other  hand,  procainamide  which  binds  para- 
aminobenzoic  acid  and  diethylaminoethanol 
through  an  NH  group  is  not  affected  by  the 
choline  esterase  of  the  body  and  consequently 
is  effective  by  the  oral  and  parenteral  routes 
with  a more  prolonged  duration  of  action. 

The  hemodynamic  effects  of  procainamide  are 
not  unlike  quinidine.  However,  large  doses  of 
intravenous  procainamide  may  cause  serious 
hemodynamic  derangements. 

Although  it  was  originally  thought  that  pro- 
cainamide depressed  contractility  of  cardiac 
muscle  less  than  quinidine,  more  recent  studies 
suggest  that  equivalent  doses  expressed  as  milli- 
grams per  kilogram  depress  cardiac  muscle 
equally. 

As  in  the  use  of  quinidine,  it  is  important  to 
realize  that  patients  with  renal  damage  or  with 
congestive  heart  failure  excrete  procainamide 
more  slowly  than  do  normal  persons,  and  cumu- 
lative effects  are  a potential  danger.  Procain- 
amide, like  quinidine,  acts  on  the  atrium  and 
ventricle  by  increasing  the  refractory  period 
and  conduction  time  and  has  anticholinergic 
effects  on  the  atria  and  A-V  node.  The  electro- 
physiologic  effects  of  the  drug  are  similar  to 
those  of  quinidine.  However,  these  similarities 
do  not  adequately  explain  the  successful  use  of 
one  drug  when  the  other  has  failed  as  an  anti- 
arrhythmic agent. 

Although  procainamide  is  probably  less  suc- 
cessful than  quinidine  in  reverting  atrial  fibril- 
lation to  sinus  rhythm,  it  has  been  used  in 
quinidine-sensitive  patients.  Likewise,  it  has 
been  effective  in  restoring  sinus  rhythm  in  pa- 
tients with  atrial  flutter  and  atrial  tachycardia. 
Procainamide  appears  to  have  a distinct  advan- 
tage over  quinidine  in  the  management  of  ven- 


tricular tachycardia,  when  urgent  intravenous 
therapy  is  required.  The  rate  of  intravenous  ad- 
ministration should  not  exceed  100  mg  per 
minute,  and  electrocardiographic  monitoring  is 
imperative  during  the  period  of  injection.  We 
have  frequently  and  successfully  treated  atrial 
tachycardia  with  block  and  ventricular  tachy- 
cai  dia,  with  procainamide  in  the  presence  of 
digitalis  overdosage.  However,  the  management 
of  ventricular  or  junctional  tachycardia  in  high 
grade  A-V  block  requires  special  attention.  De- 
pi  essant  agents,  such  as  quinidine,  procainamide 
and  potassium  salts  may  abolish  all  subsidiary 
pacemakers  and  engender  cardiac  standstill. 
Hence,  electrical  pacing  or  isoproterenol  are 
best  utilized  in  this  clinical  setting. 

The  toxic  signs  of  procainamide  include  hy- 
persensitivity reactions  such  as  skin  eruptions, 
bone  marrow  depression,  or  lupus  erythema- 
tosus with  proteinuria  and  polyserositis.  The 
development  of  hypotension  or  widening  of  the 
QRS  complex  beyond  25  per  cent  of  control  is  a 
definite  indication  to  withdraw  this  agent.  As 
in  the  use  of  quinidine,  infusion  of  hypertonic 
sodium  salts  will  reverse  procainamide  toxicity. 

LIDOCAINE 

The  pharmacologic  activity  and  electro- 
physiologic  mechanisms  of  lidocaine  are  similar 
to  quinidine  and  procainamide.  It  has  proved 
extremely  effective  in  terminating  ventricular 
tachycardia,  especially  in  the  presence  of  an 
acute  myocardial  infarction  and  premature  ven- 
tricular systoles. 

The  main  hallmark  of  this  agent  is  its 
superiority  to  procainamide  in  certain  specific 
situations  when  a short-acting  agent  is  required, 
particularly  in  hearts  previously  depressed  by 
other  antiarrhythmic  agents  or  where  only  a 
transitory  antiarrhythmic  effect  is  indicated.  It 
has  been  used  successfully  in  depressed  hearts 
following  open  heart  surgery  to  control  ventri- 
cular tachycardia  prior  to  the  termination  of 
extracorporeal  circulation.  However,  it  is  im- 
practical for  the  very  long  term  treatment  or 
prevention  of  paroxysmal  ventricular  tachy- 
cardia. It  is  safe  and  effective  in  a single  intra- 
venous dose  of  1 mg  per  kilogram  with  repeated 
doses  every  20  minutes  to  a maximum  of  750 
mg.  Usually  a bolus  injection  of  50  to  100  mg  is 
administered  intravenously  followed  by  an  in- 
travenous drip  of  2 to  4 mg  per  minute  to  pre- 
vent the  reappearance  of  ventricular  premature 
systoles.  This  agent  has  significantly  reduced 
the  mortality  associated  with  ventricular  tachy- 
caidia  and  iibrillation  in  the  presence  of  an 
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acute  myocardial  infarction  and  has  become  the 
most  useful  antiarrhythmic  agent  in  the  coron- 
ary care  unit.  Similar  restrictions  as  stated 
under  quinidine  and  procaine  should  be  ob- 
served in  the  presence  of  high  grade  A-V  block. 

DIPHENYLHYDANTOIN 

Diphenylhydantoin  (dilantin)  appears  equally 
effective  in  both  supraventricular  and  ventri- 
cular arrhythmias  and  possesses  properties 
which  make  it  effective  against  digitalis-induced 
arrhythmias.  It  has  been  successful  in  prevent- 
ing paroxysmal  atrial  tachycardia  (PAT)  when 
the  usually  employed  antiarrhythmic  agents 
have  failed.  It  has  proved  effective  in  suppress- 
ing atrial,  A-V  nodal,  and  ventricular  premature 
systoles,  and  is  particularly  effective  in  term- 
inating digitalis-induced  arrhythmias.  Its  tran- 
sient action  and  rapid  reversibility  of  toxic 
effects  may  give  it  certain  advantages  over 
other  depressant  agents.  However,  it  does  not 
appear  effective  in  converting  atrial  fibrillation 
to  sinus  rhythm.  In  the  treatment  of  rapid 
supraventricular  or  ventricular  tachycardias,  5 
to  10  mg  per  kilogram  can  be  slowly  injected 
intravenously  over  a 15  minute  period  and  re- 
peated within  2 to  3 hours.  The  drug  can  be  ad- 
ministered orally,  from  100  to  200  mg  four  times 
daily,  for  the  suppression  of  ectopic  beats  or 
prophylaxis  against  recurrent  paroxysmal 
tachycardia. 

Toxic  manifestations  of  diphenylhydantoin 
are  seen  in  approximately  10  to  15  per  cent  of 
patients  and  include  nervousness,  ataxia, 
tremors,  nystagmus,  visual  disturbances,  res- 
piratory arrest,  confusion  or  drowsiness,  gastric 
distress,  erythematous  or  morbilliform  cutan- 
eous eruptions  and  hyperplasia  of  the  gums. 

BETA  ADRENERGIC  BLOCKING  AGENTS 

Interest  in  blocking  the  effects  of  adrenergic 
nerve  stimuli  is  attributed  to  Dale  who,  in  1906, 
described  the  reversal  of  the  pressor  response 
to  epinephrine  by  pretreating  experimental 
animals  with  certain  ergot  compounds.  Ahlquist 
recognized  two  types  of  adrenergic  receptors 
and  designated  these  alpha  and  beta. 

Propranolol  reduces  the  heart  rate  and  cardiac 
contractile  force.  Arterial  pressure  and  ascend- 
ing aortic  flow  are  slightly  reduced  in  anes- 
thetized dogs.  As  these  changes  do  not  occur 
after  depletion  of  norepinephrine  stores  by 
syrosingopine,  it  is  concluded  that  they  result 
from  blockade  of  resting  sympathetic  drive.  In 
humans,  administration  of  propranolol  will 
cause  a decrease  in  cardiac  output  and  left  ven- 
tricular work  at  rest  and  during  exercise.  Pro- 


pranolol will  abolish  the  vasodilation  effects  of 
epinephrine  and  isoproterenol  but  not  the  vaso- 
constrictor effects  of  the  catecholamines  on  the 
peripheral  vessels. 

With  intravenous  administration,  propranolol 
exerts  a rapid  antiarrhythmic  action.  Propran- 
olol is  usually  given  slowly  in  doses  of  1 to  5 mg 
intravenously,  (no  more  than  1 mg  every  2-3 
minutes)  or  15  to  30  mg  three  to  four  times  daily 
may  be  given  by  the  oral  route  prophylactically 
to  prevent  the  return  of  ectopic  beating.  The 
action  is  usually  immediate  during  the  intra- 
venous administration  and  the  drug  may  be  re- 
peated within  2 to  3 hours. 

The  side  effects  of  propranolol  may  include 
lightheadedness,  drowsiness,  nausea,  diarrhea, 
sleeplessness,  rashes,  visual  disturbances,  pur- 
pura, paresthesias,  flushing,  and  mental  con- 
fusion. The  pharmacologic  effects  of  propranolol 
have  produced  hypotension,  bradycardia,  car- 
diac failure,  A-V  heart  block,  bronchial  wheez- 
ing and  aggravation  of  mild  obstructive  pulmon- 
ary disease. 
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but  your  patient  will  find  new  freedom  from 

the  extra  comfort  and  smooth,  easy  operation  of 
this  marvelous  Everest  & Jennings  wheelchair. 
Elmen  Rent  All  offers  you  just  about  every- 
thing to  help  patients  get  well  faster.  The  first 
month’s  rent  applies  to  the  purchase  price. 
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but  if  they  do,  we’re  at  your  service  24  hours  a 
day. 

Send  for  your  free  Medicare  Catalog. 
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SOUTH  DAKOTA 
BLUE  SHIELD 

paid  over  *1,150,000 
in  doctor  bills 
for  its  members 


Blue  Shield  membership  is  a genuine  bargain:  Over  91c  out 
of  every  dollar  paid  in  by  members  is  paid  back  in  the  form 
of  receipted  doctor  bills.  No  wonder  52  million  Americans 
protect  themselves  against  unexpected  medical-surgical  ex- 
penses by  belonging  to  Blue  Shield.  No  wonder  300  of  the 
nation’s  500  largest  corporations  carry  Blue  Shield  for  their 
employees. 

The  unselfish  devotion  of  doctors  who  serve  as  Blue  Shield 
board  members  and  trustees  without  remuneration  is  a very 
important  contributing  factor  to  Blue  Shield's  low  admin- 
istrative expenses. 


® Service  marks  reg.  by  National 
Association  of  Blue  Shield  Plans 


THE  PROGRAM  GUIDED  BY  DOCTORS 


BLUE  SHIELD 
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“I  used  to  stand  up  and  say 
the  world  was  a miserable  place. 
Then  I would  sit  down  and 
do  nothing  about  it!’ 


Let’s  face  it. 

All  is  not  perfect  in  this  land 
of  ours. 

America  has  taken  some 
lumps  and  quite  frankly  it  hurts. 

But  maybe  we  should  step 
back  and  take  a long  hard  look 
. . . take  inventory  of  how  we 
are  and  how  we  got  here. 

Maybe  we  should  inspect  our 
brighter  side  as  well  as  some 
of  our  ills. 

And  maybe,  just  maybe,  we'll 
come  out  thinking  this  country’s 
good  side  far  overshadows 
its  bad. 

Then  maybe  we’ll  start  to  do 
something  to  make  it  better. 


Rather  than  knocking  it,  which 
ends  up  making  it  worse. 

Now  comes  the  big  question. 

What  can  you  do?  You’re 
only  one  little  individual  among 
over  200  million  people.  How 
can  you  help? 

For  one  thing,  you  might 
think  about  investing  in  your 
country.  Showing  your  faith  in 
its  future. 

That’s  exactly  what  you  do 
when  you  sign  up  to  buy  U.S. 
Savings  Bonds.  1 ou’re  simply 
buying  a share  in  America. 

You’re  also  socking  away 
some  money  for  yourself. 

Of  course,  Savings  Bonds  are 
not  going  to  cure  all  our  head- 
aches. But  they’ll  help  to  pro- 
vide the  economic  strength  we’ll 
need  for  the  job. 

And  at  the  same  time,  they 
can  cure  a lot  of  your  financial 
headaches  in  the  years  to  come. 

Any  way  you  look  at  it,  they 


make  good  sense. 

And  that’s  just 
what  we  need  in 
this  country 
right  now. 


If  they’re  lost,  stolen, 
or  deatroyed,  we  replace  ’em. 


Take  stock  in  America 

Buy  U.S.  Savings  Bonds 


00 


The  U.S-  Government  does  not  pay  for  this  advertisement. 
It  is  presented  as  a public  service  in  cooperation  with  The 
Department  of  the  Treasury  and  The  Advertising  Council. 
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TWENTY  YEARS  AGO  IN  THE  SOUTH  DAKOTA  JOURNAL  OF 
MEDICINE  AND  PHARMACY  — FEBRUARY,  1950 


A.M.A.  DUES 

For  the  first  time  in  its  history,  the  American 
Medical  Association  will  levy  dues  on  its  active 
membership.  This  action  was  voted  by  the  House 
of  Delegates  at  the  Interim  Session  in  Washing- 
ton, D.  C.  on  December  9,  1949. 

Under  the  new  regulations,  all  members  will 
be  required  to  pay  annual  dues  to  the  A.M.A. 
through  their  State  Asssociations.  For  1950  the 
dues  will  be  $25.00  and  are  payable  on  January 
1,  1950.  Provision  will  be  made  to  waive  the  dues 
of  retired  members  and  others  for  whom  the 
payment  of  dues  will  be  a hardship  because  of 
physical  disability  or  other  specified  reasons. 
Fellowship  will  be  granted  to  members  of  the 
A.M.A.  as  before.  Thus,  a fellow  will  pay  $12.00 
(additional  to  his  membership  dues)  to  cover  the 
subscription  cost  of  the  scientific  publication  of 
his  choice. 

In  South  Dakota  the  procedure  for  collecting 
A.M.A.  dues  will  be  determined  and  announced 
during  January. 

RESEARCH  GRANT  FOR  U.  OF  S.  D. 

MEDICAL  SCHOOL 

The  University  of  South  Dakota  Medical 
School  has  received  a research  grant  of  $4,400 
from  the  United  States  Public  Health  Service. 
The  money  will  be  used  to  continue  a study  of 
pathological  changes  resulting  from  nutritional 
deficiencies  in  animals.  This  work  was  begun 
by  Dr.  R.  L.  Ferguson,  professor  of  Pathology, 
and  Dr.  Charles  Schwartz,  research  associate 
professor  of  biochemistry.  Dr.  E.  B.  Scott,  assist- 
ant professor  of  anatomy,  is  also  working  on  the 


Fifly  Year  Club  of  American  Medicine 

Davis  W.  Goldstein,  M.D.,  Secretary  and 
Treasurer 

100  South  14th  Street 
Fort  Smith,  Arkansas  72901 


project.  The  grant  was  made  for  a period  of  one 
year  starting  February  1,  1950. 

The  grant  will  aid  also  in  carrying  on  studies 
of  nutritional  deficiencies  relating  to  tumor  or 
cancer  growth.  Such  a study  is  of  extreme  im- 
portance in  finding  out  more  about  the  cause 
and  cure  of  cancer. 

Hs 

SEVENTH  DISTRICT  ELECTS  McDONALD 

The  annual  business  meeting  of  the  Sioux 
Falls  Seventh  District  Medical  Society  was  held 
Tuesday  Evening  Dec.  6,  1950.  According  to  the 
By-Laws  of  the  district  society  this  designated 
the  meeting  which  was  devoted  to  medical  eco- 
nomics. The  speaker  of  the  evening  was  Jerry 
Maher,  States  Attorney  for  Minnehaha  County. 
His  topic  had  to  do  with  medico-legal  problems, 
and  medical  testimony. 

The  following  officers  were  elected  for  the 
year:  President  — Dr.  C.  J.  McDonald;  Vice 
President  — Dr.  Donald  H.  Breit;  Secretary  — 
Dr.  Don  H.  Manning;  and  Treasurer  — Dr.  Paul 
C.  Reagan. 


DISTRICT  MEDICAL  SOCIETIES 
ELECT  OFFICERS 


Huron  District 

H.  P.  Adams,  M.D. 
President 

T.  A.  Hohm,  M.D. 
Vice  President 

F.  D.  Leigh,  M.D. 
Secretary-Treasurer 

Watertown  District 
Mary  Schmidt,  M.D. 
President 

G.  R.  Bartron,  M.D. 
Vice  President 

Donald  Fedt,  M.D. 
Secretary-Treasurer 
Pierre  District 

L.  C.  Askwig,  M.D. 
President 

I.  R.  Salladay,  M.D. 
Vice  President 

M.  M.  Morrissey,  M.D. 
Secretary-Treasurer 


Aberdeen  District 

John  Rodine,  M.D. 
President 

Paul  R.  Scallin,  M.D. 

Vice  President 
C.  L.  Vogele,  M.D. 
Secretary-Treasurer 
Rosebud  District 
R.  E.  Morgan,  M.D. 
President 

J.  E.  Studenberg,  M.D. 
Secretary-Treasurer 
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CLINICOPATHOLOGICAL  CONFERENCE 

From  the  Intern  and  Resident  Teaching  Conferences  at  the  Sioux  Valley  Hospital,  conducted  by 
the  D epartments  of  Pathology  of  the  Hospital  and  of  the  School  of  Medicine 
of  the  University  of  South  Dakota 


E.  S.  KAHLER,  M.D.* 

Internist  - Discusser 


JOHN  F.  BARLOW** 

Pathologist  - Editor 


A SEVENTY-ONE  YEAR  OLD  MAN  WITH 
WEAKNESS,  WEIGHT  LOSS  AND  CHANGE 
IN  BOWEL  HABITS 


Case  No.  M 484347 

This  71-year  old  Caucasian  grocer  entered 
Sioux  Valley  Hospital  on  2-24-69  with  (1)  gen- 
eralized weakness  and  fatigue  progressive  of  6 
to  8 months  duration  (2)  weight  loss  of  40  pounds 
in  the  past  year  (3)  anorexia  and  general  feeling 
of  being  “under  par”  (4)  change  in  stool  habits 
of  one  year’s  duration. 

The  change  in  stool  habits  consisted  of  normal 
stools  for  2-4  days,  then  3-4  days  of  diarrhea 
with  tenesmus  but  without  blood.  Outside  x-ray 
studies  of  upper  gastrointestinal  tract  and  colon 
revealed  a duodenal  ulcer.  He  also  had  had  a 
hemoglobin  of  11  gms/100  ml.  before  admission. 

Review  of  systems  revealed  intermittent  mild 
ankle  edema.  There  was  no  dyspnea,  orthopnea 
or  cough. 

Physical  examination  showed  a well  nourished 
individual  in  no  distress  in  spite  of  weight  loss. 
Blood  pressure  108/66,  pulse  74  and  regular, 
temperature  992°  F.,  respirations  20/min.  Exam- 
ination of  the  head  and  neck  revealed  grade  I 
arteriosclerotic  changes  in  the  fundi  and  upper 
and  lower  dentures.  There  was  a small  lymph 
node  palpable  in  the  left  axilla.  The  chest  was 
clear  to  auscultation  and  percussion.  A2  was 
slightly  greater  than  P.2  There  were  no  mur- 
murs or  extra  sounds.  The  abdominal  and  gen- 
ital examination  showed  no  organs,  masses, 
spasm  or  tenderness.  The  rectal  examination  re- 

*Internist, Sioux  Valley  Hospital,  Clinical  Faculty, 
School  of  Medicine,  University  of  South  Dakota. 

**Pathologist,  Sioux  Valley  Hospital,  Professor  of 
Clinical  Pathology,  School  of  Medicine,  University 
of  South  Dakota. 


vealed  an  enlarged  irregular  indurated  gland. 
The  gland  was  felt  to  be  benign.  Sigmoidoscopy 
was  negative. 

Clinical  pathology  data:  Urinalysis-straw 
colored,  slightly  cloudy,  specific  gravity  1.019, 
pH  5.0,  protein,  glucose,  ketone,  hemoglobin 
negative.  Microscopic-  0-3  leukocytes/hpf,  rare 
red  cells/hpf,  3 hyalin  casts  noted  on  slide. 
Hemoglobin  13.1  gms/100  ml.,  red  count  5.48 
million/mm3,  hematocrit  43  Vol.  %,  mean  cor- 
puscular hemoglobin  24  micromicrograms, 
mean  corpuscular  volume  79  cubic  mi  era,  mean 
corpuscular  hemoglobin  concentration  30%. 
Total  leukocyte  count  14,800/mm3  with  81% 
neutrophils,  2%  neutrophilic  bands,  4%  eosino- 
phils, 13%  lymphocytes.  The  peripheral  blood 
smear  showed  mild  anisocytosis,  hypochromia 
and  microcytosis  of  the  red  cells.  The  platelets 
were  adequate  on  smear.  Erythrocyte  sedimen- 
tation rate  was  17  mm/hr.  A serology  was  non- 
reactive. Blood  urea  nitrogen  was  19  mgs/100 
ml.,  acid  phosphatase  0.69  total  and  0.14  pros- 
tatic (normal).  Protein  bound  iodine  was  5.6  meg/ 
100  ml.  BSP  showed  15%  retention  after  45 
minutes.  A partial  thromboplastin  time  was  21 
seconds  with  a 23  second  control.  Serum  glu- 
tamic oxaloacetic  transaminase  was  25  units, 
total  bilirubin  0.5  mgs/100  ml,  with  a direct  of 
0.1  mgs/100  ml.  and  an  indirect  of  0.4  mgs/100 
ml.  A prothrombin  time  was  12  seconds  with  an 
11.5  second  control.  The  alkaline  phosphatase 
was  2.7  B-L  units  (normal  0.8-2. 3 units).  The 
total  protein  was  6.2  gms/100  ml.;  albumin  2.4 
gms/100  ml.,  alpha-1  globulin  0.4  mgs/100  ml., 
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alpha-2  globulin  1.0  gms/100  ml.,  beta  globulin 
1.0  gms/100  ml.  and  gamma  globulin  1.4  gms/ 
100  ml.  Calcium  was  7.2  mgs/100  ml.  and  phos- 
phorus 4.4  mgs/100  ml.  The  stool  showed  no  in- 
crease in  fat  by  microscopic  examination  and 
was  negative  for  occult  blood  on  three  occasions. 
A liver  biopsy  showed  no  microscopic  abnor- 
malities. A d-xylose  absorption  was  3.6  gms.  in 
five  hours  (normal  4. 1-8.2  gms.  in  5 hours.)  A 
chest  film  was  normal.  Bone  x-rays  showed  de- 
generative changes  in  the  thoracic  and  lumbar 
spine,  grade  I spondylolithesis  of  L4  on  L5. 
There  was  narrowing  of  disc  space  L4-5  and 
L5-S-1.  There  was  an  old  fracture  of  the  tibia. 
An  intravenous  pyelogram  showed  probable 
prostatic  enlargement.  A barium  enema  showed 
a normal  colon  examination.  A gallbladder 
series  was  negative.  An  upper  gastrointestinal 
series  showed  a duodenal  diverticulum,  coarsen- 
ing of  the  upper  small  bowel  folds  suggestive  of 
malabsorption  syndrome.  A diagnostic  pro- 
cedure was  performed. 

DR.  KAHLER:  In  going  over  the  protocol  I 
would  like  to  know  a few  historical  points.  The 
diarrhea  of  the  patient  was  not  described.  What 
did  this  consist  of? 

*DR.  JONES:  Three  to  four  stools  a day  which 
were  loose  and  then  reversion  to  normal  — one 
well  formed  stool  a day. 

DR.  KAHLER:  How  much  did  this  patient  weigh 
when  he  came  into  the  hospital? 

DR.  JONES:  He  weighed  157  lbs.  and  was  5’8” 
tall. 

DR.  KAHLER:  Did  the  patient  have  any  fever 
during  his  hospitalization? 

DR.  JONES:  No. 

DR.  KAHLER:  There  was  a lymph  node  pal- 
pable in  the  left  axilla.  This  may  be  of  import- 
ance especially  if  you  are  going  to  consider  a 
lymphoma. 

DR.  KAHLER:  The  prostate  was  enlarged, 
irregular  and  hard.  I have  a little  difficulty 
evaluating  it. 

DR.  JONES:  I think  saying  it  was  benign  is  the 
abstracter’s  interpretation  in  writing  the  pro- 
tocol. 

DR.  KAHLER:  Well,  at  any  rate,  it  was  not  fol- 
lowed up  so  not  too  much  could  have  been 
thought  about  it.  There  are  several  borderline 
laboratory  data  of  questionable  significance.  The 
white  count  was  slightly  elevated  with  a shift 
to  the  left  and  the  red  cells  were  hypochromic, 
microcytic.  There  is  a BSP  retention  of  15%  and 

* Internist  Sioux  Valley  Hospital,  Assistant  Dean, 
School  of  Medicine,  University  of  South  Dakota. 


there  was  perhaps  slight  elevation  of  the  alkaline 
phosphatase.  The  pattern  on  electrophoresis  is 
quite  non-specific  and  indicative  of  chronic  ill- 
ness of  many  types.  The  stool  showed  no  in- 
crease in  fat  by  microscopic  examination  and 
was  negative  for  occult  blood  on  three  occasions. 
Does  this  mean  that  both  tests  were  performed 
on  three  occasions? 

DR.  JONES:  Yes. 

DR.  KAHLER:  Single  stool  specimens  for  fat 
have  to  be  interpreted  with  caution.  Whether 
they  have  increased  fat  or  not  depends  on  what 
they  are  eating.  If  the  patient  is  not  having  a fat 
diet  you  won’t  expect  to  see  it  in  the  stool  even 
if  he  has  an  absorption  defect.  The  stain,  if  it  is 
positive,  is  probably  significant  but  if  negative  it 
is  not  a significant  finding.  A quantitative  stool 
fat  is  what  is  really  required  to  detect  steator- 
rhea. 

DR.  BARLOW:  Yes.  The  qualitative  stool 
sample  will  miss  minor  or  even  significant  de- 
grees of  steatorrhea  but  is  a reasonable  test.  The 
quantitative  stool  fat  requires  a three  day  col- 
lection mixing  in  a blender  and  extraction  with 
ether.  The  procedure  is  an  extremely  unpleasant 
one  and  most  laboratories  would  prefer  not  to 
do  the  test. 

DR.  KAHLER:  A d-xylose  absorption  was  ab- 
normally low  but  not  very  low.  This  is  of  prob- 
able significance  in  this  case.  The  combination 
of  the  d-xylose  and  the  comments  of  the  radiol- 
ogists about  the  upper  G.I.  series  describing 
thickening  of  the  mucosal  folds  makes  one 
pretty  suspicious  that  this  is  a malabsorption 
syndrome.  I have  had  a case  of  malabsorption 
syndrome  which  was  very  marked  and  the 
radiologist  could  only  make  the  diagnosis  in 
retrospect.  Therefore,  when  the  radiologist  does 
make  this  interpretation  I think  that  one  has  to 
be  extremely  suspicious  that  some  form  of  mal- 
absorption is  present. 

We  have  not  a great  deal  to  go  on  in  this  case, 
but  I suspect  that  it  is  malabsorption.  I cannot 
explain  the  elevated  BSP  which  is  an  extremely 
sensitive  test.  I used  to  always  like  the  BSP  and 
cephalin  flocculation  as  very  sensitive  liver 
function  tests.  The  pathologists  here  do  not  seem 
to  like  the  cephalin  flocculation. 

DR.  BARLOW:  We  do  the  test.  I think  it  is  hard 
to  reproduce. 

DR.  KAHLER:  Other  tests  that  I might  have 
wanted  would  be  a fasting  blood  sugar  and  a 
glucose  tolerance.  There  would  be  a flat  curve 
in  the  glucose  tolerance  in  malabsorption  syn- 
drome. Was  a tuberculin  test  done? 

DR.  JONES:  No. 
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DR.  KAHLER:  Small  bowel  series  might  have 
shed  more  light  upon  the  possibility  of  mal- 
absorption in  this  case.  Another  test  would  be 
a serum  carotene.  This  is  a simple  screening  test 
and  would  be  decreased  in  most  of  the  disorders 
of  intestinal  malabsorption.  The  low  serum  cal- 
cium and  protein  studies  are  consistent  with 
malabsorption.  In  any  man  who  is  losing  weight 
with  anorexia,  one  must  suspect  Addison’s  dis- 
ease. Were  there  any  electrolytes  done? 

DR.  JONES:  No.  I did  not  think  of  that  disease 
clinically. 

DR.  KAHLER:  Was  there  any  pigmentation? 

DR.  JONES:  No. 

DR.  KAHLER:  I suspect  tuberculous  peritonitis 
but  I do  not  have  a skin  test  and  there  was  no 
fever.  In  this  disease  there  is  often  a doughy  ab- 
domen. They  also  tend  to  have  nocturnal  diar- 
rhea. Was  there  any  in  this  case? 

DR.  JONES:  No. 

*DR.  SANDERSON:  I would  like  to  interject 
one  point.  The  decreased  serum  calcium  can  be 
on  the  basis  of  the  decreased  serum  protein  and 
not  only  due  to  malabsorption. 

DR.  KAHLER:  Yes,  that  is  right. 

We  should  try  to  rule  out  pancreatic  disease 
which  can  cause  malabsorption.  The  patient  had 
no  history  of  abdominal  pain  and  no  calcifica- 
tion in  the  region  of  the  pancreas  on  x-ray  to 
the  abdomen.  This  would  make  chronic  pan- 
creatitis unlikely.  You  can  have  a silent  pan- 
creatitis but  I have  no  evidence  for  it  in  this 
case.  I do  not  have  blood  sugar  levels  to  deter- 
mine whether  the  patient  had  diabetes  which 
can  also  be  seen  in  chronic  pancreatitis.  If  one 
were  really  interested  in  making  the  diagnosis 
of  pancreatitis,  I suppose  that  you  could  do  a 
duodenal  intubation  and  measure  enzyme  levels 
in  the  duodenum.  Intravenous  secretin  would 
be  given  to  stimulate  the  enzyme.  I have  only 
tried  these  a few  times  and  have  been  rather 
discouraged  with  the  results.  The  pancreas  is  a 
hard  organ  to  evaluate. 

**DR.  ROSSING:  Do  you  do  radioisotope  triolein 
in  the  laboratory? 

DR.  BARLOW:  Yes,  we  can  do  that  type  of  pro- 
cedure but  many  gastroenterologists  feel  that 
this  is  not  particularly  helpful  and  doesn’t  give 
any  more  information  than  the  d-xylose  or 
serum  carotene. 

DR.  KAHLER:  The  patient  has  not  had  a sub- 
total gastrectomy.  He  has  not  had  extensive  re- 

* Clinical  Faculty,  School  of  Medicine,  University  of 
South  Dakota. 

**Internist,  Sioux  Valley  Hospital. 


moval  of  the  small  bowel  and  the  x-rays  show 
no  blind  loop  syndrome  or  internal  fistula. 
These  are  causes  of  malabsorption.  The  patient 
does  not  have  any  evidence  of  severe  liver  dis- 
ease and  does  not  have  obstruction  to  the  biliary 
tree.  The  alkaline  phosphatase  is  only  slightly 
elevated. 

We  now  get  down  to  malabsorption  disease  in- 
volving the  small  bowel.  Blockage  of  lymphatics 
by  lymphoma,  carcinoma,  or  tuberculosis  are 
possibilities.  There  was  one  small  lymph  node 
in  the  axillary  area,  but  this  was  not  biopsied. 
It  might  have  shown  lymphoma.  I think  that 
many  of  us  are  discouraged  at  biopsying  pal- 
pable lymph  nodes.  This  often  does  not  help  us 
much.  There  is  no  splenomegaly  or  other  sys- 
temic symptoms  such  as  would  suggest  lym- 
phoma in  this  case. 

I cannot  rule  out  inflammatory  disease  of  the 
small  bowel  such  as  regional  ileitis.  He  doesn’t 
have  a fever  or  an  increased  sedimentation  rate 
which  I would  suspect  in  regional  enteritis.  I 
don’t  have  a small  bowel  series.  In  a smoldering 
regional  ileitis,  you  might  get  this  clinical  pic- 
ture. Scleroderma,  other  collagen  disease,  and 
amyloidoses  are  causes  of  malabsorption  but  I 
have  no  evidence  of  other  organ  involvement 
to  suggest  these  diseases. 

Sprue,  adult  celiac  disease  or  idiopathic 
steatorrhea  are  all  names  for  a mucosal  absorp- 
tion defect  due  to  gluten  sensitivity.  I would 
expect  the  patient  to  be  much  younger  if  he  had 
true  sprue  and  I would  expect  him  to  have 
some  history  going  back  to  the  childhood.  The 
patient  that  I had  was  a 25-year  old  man  who 
did  have  a history  going  back  to  childhood.  I 
would  also  suspect  a lower  d-xylose.  I should 
point  out  right  here  that  with  any  of  these  mal- 
absorption syndromes  including  sprue,  the  pa- 
tient may  have  malabsorption  and  steatorrhea 
with  weight  loss  but  have  no  diarrhea.  The 
bulky,  frothy  stools  that  are  often  described  in 
steatorrhea  also  do  not  have  to  be  present. 
Generalized  polyposis,  Addison’s  disease,  Let- 
terer-Siwe’s  disease  (a  disease  of  infants)  and 
malignant  carcinoid  can  produce  malabsorption 
but  are  unlikely  in  this  case.  Hypogammaglo- 
bulinemia is  ruled  out  by  the  electrophoresis. 
Whipple’s  disease  is  a cause  of  malabsorption 
but  we  do  not  have  a number  of  the  other  symp- 
toms that  are  usually  seen  in  Whipple’s  disease. 
Now  after  I had  my  case  of  sprue,  Dr.  Barlow 
asked  me  to  find  him  a case  of  Whipple’s  dis- 
ease and  I suspect  that  that  is  what  this  case  is 
(laughter).  Now  there  are  several  points  against 
the  diagnosis  of  Whipple’s  disease.  Patients  with 
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Whipple’s  disease  frequently  have  an  arthritis. 
58 /i  have  pigmentation.  The  milder  diarrhea 
and  steatorrhea  suggested  in  this  case  are  com- 
patible with  Whipple’s  disease.  Patients  with 
Whipple’s  disease  often  have  fever  and  lympha- 
denopathy.  Therefore,  in  this  case,  I think  we 
can  only  say  that  the  patient  has  malabsorption 
syndrome.  I am  going  to  make  the  diagnosis  of 
Whipple’s  disease  but  only  because  I know  Dr. 
Barlow  has  been  looking  for  a case  and  I think 
if  I make  this  diagnosis  on  purely  clinical 
grounds  I would  be  on  very  thin  ice. 

DR.  KAHLER'S  DIAGNOSIS: 
MALABSORPTION  SYNDROME? 

WHIPPLE'S  DISEASE 
Pathologic  Discussion: 

DR.  BARLOW:  The  diagnostic  procedure  in  this 
case  was  a small  bowel  biopsy  performed  with 
a Crosby  capsule.  The  first  slide  shows  that  the 
villi  are  distended  by  something  in  the  lamina 
propria  (Fig.  I).  This  material  on  closer  inspec- 
tion turns  out  to  be  a cluster  of  macrophages 


Figure  1 — The  Villi  are  distended  and  clublike. 
(40X) 


Figure  2 — Closeup  of  distended  Villus.  Pale  center 
of  Villus  is  replaced  by  foamy  macrophages.  (100X) 
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Figure  3 — High  power  of  macrophages  in  center  of 
distended  Villus.  (450X) 


with  abundant  foamy  cytoplasm  (Fig.  II  and  III). 
A periodic  acid  Schiff  (PAS)  stain  of  the  speci- 
men shows  that  the  material  in  the  macrophages 
is  intensely  PAS  positive.  No  definite  bacil- 
liform  bodies  which  have  been  described  in  this 
disease  are  seen.  This  is  a case  of  Whipple’s  dis- 
ease or  intestinal  lipodystrophy.  The  latter  term 
is  a poor  choice  since  the  material  in  the  macro- 
phages is  glycoprotein.  Seiracki  has  described 
macrophages  with  similar  material  not  only  in 
the  intestine  but  in  abdominal  and  peripheral 
lymph  nodes,  liver,  and  spleen.  My  own  feeling 
is  that  the  most  definite  diagnosis  is  by  an  in- 
testinal biopsy  capsule.  Becher  et  al  even  had 
a case  in  which  the  disease  was  recognized  in  a 
previously  resected  bowel  in  a patient  before 
the  onset  of  clinical  symptoms. 

Whipple’s  disease  is  most  commonly  seen  in 
males  after  the  third  decade.  The  patient  may 
present  with  the  symptoms  of  malabsorption 
such  as  foul  smelling  stools  from  steatorrhea, 
diarrhea,  weakness,  weight  loss,  bleeding  due 
to  hypoprothrombinemia  secondary  to  vitamin 
K deficiency,  tetany  or  osteomalacia  secondary 
to  hypocalcemia.  The  above  all  reflect  mal- 
absorption of  fat,  fat  soluble  vitamins,  protein, 
carbohydrate  and  other  nutrients.  In  addition 
the  patient  may  have  postprandial  abdominal 
pain  and  a vague  abdominal  mass  which  is  due 
to  enlarged  mesenteric  lymph  nodes  which 
characteristically  have  a spongy  architecture 
and  have  giant  cells  and  the  diagnostic  foamy 
macrophages.  Generalized  pigmentation  may 
occur.  There  is  often  a polyserositis  with  effusion 
into  one  or  several  of  the  body  cavities.  A mi- 
gratory arthritis  which  may  involve  the  peri- 
pheral or  sacroiliac  joints  and  is  radiologically 
like  rheumatoid  arthritis  is  frequent.  Fever  is 
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rare.  The  patient  in  this  case  had  mainly  the 
signs  of  malabsorption. 

The  etiology  of  Whipple’s  disease  is  not  en- 
tirely understood.  However,  the  demonstration 
of  bacilliform  bodies  by  electron  microscopy  and 
the  response  of  patients  to  antibiotics  has 
strongly  implicated  a bacterial  cause.  The  bacil- 
liform bodies  do  disappear  on  therapy.  Gram 
positive  anaerobic  diphtheroids  have  been  cul- 
tured from  lymph  nodes  of  patients  with 
Whipple’s  disease.  However,  no  experimental 
animals  have  contracted  Whipple’s  disease  after 
injection  of  these  bacilli.  Therefore,  Koch’s  pos- 
tulates have  not  been  fulfilled. 

One  of  the  first  effective  forms  of  therapy 
used  in  Whipple’s  disease  was  steroids.  However, 
relapses  were  common.  Antibiotic  therapy  is 
more  effective.  The  treatment  used  at  Duke 
University  is  penicillin  1.2  million  units  and 
streptomycin  1 gm  daily  for  10-14  days  and 
tetracycline  1 gm  for  3-6  months.  Rice  states 
that  “No  one  should  die  of  Whipple’s  disease  if 
it  is  correctly  diagnosed  and  treated  by  appro- 
priate long  term  antibiotics.” 

In  conclusion  we  can  say  that  (1)  certain 
causes  of  malabsorption  such  as  sprue  and 
Whipple’s  disease  are  probably  more  common 
if  we  recognize  the  varied  picture  they  can  pre- 
sent (2)  these  diseases  can  cause  serious  mor- 
bidity and  even  death  but  can  be  successfully 
treated  by  medical  means  (3)  these  diseases  can 
be  diagnosed  by  intestinal  biopsy.  I might  add 
that  I do  not  recommend  doing  intestinal  biopsy 
on  patients  with  any  of  the  symptoms  we  men- 
tioned. The  patient  should  have  a thorough 
workup  including  abnormalities  indicating  mal- 
absorption such  as  an  abnormal  d-xylose,  serum 
carotene  or  x-ray  changes. 

Final  Diagnosis 
WHIPPLE'S  DISEASE 

DR.  JONES:  Why  did  the  BSP  show  15%  re- 
tention? 

DR.  BARLOW:  I don’t  know.  The  liver  biopsy 
was  normal.  The  BSP  retention  is  an  extremely 
sensitive  liver  function  test  but  may  be  elevated 
by  nonhepatic  processes  such  as  fever  or  con- 
gestive failure. 

DR.  JONES:  There  is  an  important  lesson  in  this 
case.  This  man  had  a clinical  picture  which  is 
usually  associated  with  malignancy.  I overlooked 
the  radiology  report  on  the  upper  gastrointes- 
tinal series.  After  an  elevated  BSP,  I thought  of 
liver  metastases  and  did  a needle  biopsy.  I then 
did  a bone  series  in  an  attempt  to  detect  meta- 
static carcinoma.  Along  with  the  bone  series,  I 


ordered  a serum  calcium,  phosphorus  and  al- 
kaline phosphatase.  The  calcium  was  low  and 
the  alkaline  phosphatase  slightly  elevated.  I 
still  thought  of  malignancy  and  even  asked  a 
surgeon  to  do  a laparotomy.  Dr.  Rossing  noted 
the  history  and  low  calcium  and  suggested  pos- 
sible malabsorption.  The  d-xylose  absorption 
and  capsule  biopsy  were  obtained.  What  would 
the  surgeon  have  seen?  Would  he  have  made 
the  diagnosis?  I would  think  surgeons  would 
see  this  disease. 

DR.  BARLOW:  The  classical  description  of  the 
abdominal  cavity  in  Whipple’s  is  to  have  some 
fluid  from  serositis  and  multiple  plaques  or 
nodules  on  the  serosa  from  dilated  lacteals  and 
enlarged  spongy  mesenteric  lymph  nodes.  Most 
likely  the  lymph  nodes  could  be  biopsied  and 
the  diagnosis  made. 

*DR.  ENSBERG:  We  see  plaques  or  dilated  lac- 
teals commonly  at  laparotomy.  I doubt  these  are 
all  cases  of  Whipple’s  disease.  Should  I biopsy 
these? 

DR.  BARLOW:  Dilated  lacteals  are  com- 
mon but  the  process  is  striking  in  Whipple’s  dis- 
ease. I think  a lymph  node  would  be  better  to 
biopsy.  The  serosal  nodules  may  have  the 
characteristic  macrophages,  chronic  inflamma- 
tion or  dilated  lacteals. 

DR.  ENSBERG:  Can  you  induce  this  disease? 
If  you  could,  it  would  be  a real  therapeutic  tool 
in  patients  with  severe  obesity.  All  kinds  of 
short  circuiting  procedures  have  been  done  in 
the  bowel  for  obesity. 

DR.  BARLOW:  Some  of  those  patients  have  died 
from  electrolyte  imbalance  and  hypoglycemia 
DR.  ENSBERG:  Yes,  they  are  hazardous. 

DR.  SANDERSON:  The  elevated  BSP  may  have 
been  due  to  the  fact  gallbladder  x-ray  was  per- 
formed prior  to  the  test.  It  claims  in  the  circular 
with  the  BSP  that  elevation  may  occur  after 
gallbladder  series.  I have  recently  road  that  this 
may  not  be  true,  however. 

**DR.  SCHULTZ:  What  treatment  has  been 
used  in  this  man? 

DR.  JONES:  I have  treated  him  with  tetra- 
cycline. He  gained  weight  and  showed  general 
improvement  two  weeks  after  discharge.  I have 
not  seen  him  since. 

***DR.  ORTMEIER:  The  use  of  one  gram  of 

‘■Surgeon,  Sioux  Valley  Hospital,  Clinical  Faculty, 
School  of  Medicine,  University  of  South  Dakota. 

* ‘"Pathologist,  Sioux  Valley  Hospital,  Associate  Pro- 
fessor of  Pathology,  School  of  Medicine,  University 
of  South  Dakota. 

***  General  Practitioner,  Sioux  Valley  Hospital, 
Clinical  Faculty,  School  of  Medicine,  University 
of  South  Dakota. 
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streptomycin  a day  recommended  by  the  Duke 
group  could  lead  to  serious  ototoxicity.  I ques- 
tion it. 

****DR.  ROSSING:  Many  just  give  tetracycline. 
Also,  some  feel  that  rectal  biopsy  can  make  the 
diagnosis. 

DR.  KAHLER:  Yes,  the  rectal  mucosa  may  even 
appear  granular  like  ulcerative  colitis.  I wonder 
how  many  patients  who  have  been  put  on  sulfa 
drugs  for  a granular  mucosa  suggesting  ulcera- 
tive colitis  and  who  have  improved  really  have 
Whipple’s  disease. 


**** Internist,  Sioux  Valley  Hospital,  Clinical  Faculty, 
School  of  Medicine,  University  of  South  Dakota. 
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BUCKLE  THAT  SAFETY  BELT 

Safety  belts  — available  to  nearly  75  percent 
of  all  passenger  car  occupants  — are  being  used 
only  about  40  percent  of  the  time,  according  to 
TRAFFIC  SAFETY  magazine.  Current  informa- 
tion on  the  value  of  safety  belts  for  saving  lives 
indicates  that  if  all  passenger  car  occupants 
used  belts  at  all  times,  from  8,000  to  10,000 
lives  would  be  saved  annually.  During  1968, 
however,  statistics  show  that  safety  belts  saved 
about  3,000  lives. 


FOOD  COSTS  TO  SOAR 

The  cost  of  eating  is  going  up,  probably  about 
20  percent  by  1975.  Latest  government  projec- 
tions reflect  a combination  of  factors,  including 
rising  costs  of  marketing  and  production  and  a 
switch  in  eating  habits  to  more  expensive,  highly 
processed  foods. 
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News  Notes  • Changes  • Births  • News 


Pop's  Proverbs 

I doubt  the  value  of  a 
proverb.  People  already 
knew  it  or  thoroughly  dis- 
agree. 


The  Aberdeen  District  Med- 
ical Society  elected  officers 
for  1970.  Those  elected  in- 
cluded John  C.  Rodine,  M.D., 
president;  Mary  Sanders, 
M.D.,  Redfield,  vice  president; 
and  Karl  Kosse,  M.D.,  secre- 
tary-treasurer. 

Hj  sjs  ❖ 

Lonnie  Wallner,  M.D., 

Bridgewater,  spoke  at  a young 
adult  fellowship  meeting  in 
Emery  regarding  his  exper- 
iences among  tuberculosis  pa- 
tients in  Mississippi. 

A Committee  on  Community 
Drug  Education  has  been 
formed  in  Sioux  Falls  and  is 
chaired  by  Donald  Frost,  M.D. 
Initial  efforts  of  the  commit- 
tee will  be  to  coordinate  the 
efforts  of  various  existing 
community  groups  interested 
in  the  drug  problem. 

% 

The  Board  of  Directors  of 
the  Codington  County  Unit  of 
the  American  Cancer  Society 
elected  Alan  Brevik,  M.D., 
Watertown,  to  serve  as  presi- 
dent of  the  Board. 


New  officers  of  the  Water- 
town  District  Medical  Society 

are  J.  C.  Larson,  M.D.,  presi- 
dent; A 1 d e n Heupel,  M.D., 

vice  president;  and  T.  J. 

Wrage,  Jr.,  M.D.,  secretary- 
treasurer. 

^ ^ $ 

H.  J.  Stensrud,  M.D.,  Mad- 
ison, was  elected  president  of 
the  Madison-Brookings  Dis- 
trict Medical  Society  for  1970. 
Other  officers  include  F.  X. 
McCabe,  M.D.,  Brookings,  vice 
president;  and  C.  M.  Kershner, 
M.D.,  Brookings,  secretary- 
treasurer. 
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William  Delaney,  M.D.,  Mit- 
chell, spent  two  weeks  in  sur- 
gical service  at  Mexican  Mis- 
sion-Hospital San  Carlos, 
located  at  Allamirano,  Chia- 
pas, Mexico  along  with  two 
nurses  from  St.  Joseph’s  Hos- 
pital in  Mitchell.  Ralph  Erd- 
mann, M.D.,  Mitchell,  worked 
with  the  group  during  the  sec- 
ond week. 


Magni  Davidson,  M.D., 

Brookings,  died  December  5 
at  the  age  of  72.  Dr.  David- 
son served  as  president  of 
the  South  Dakota  State 
Medical  Association  and  the 
South  Dakota  Chapter  o f 
the  American  Academy  of 
General  Practice  and  as  a 
member  of  the  South  Da- 
kota Board  of  Medical  and 
Osteopathic  Examiners.  He 
was  very  active  in  commun- 
ity affairs,  having  practiced 
in  Brookings  since  1929,  and 
received  a special  award  of 
merit  from  the  Brookings 
Chamber  of  Commerce  in 
1967.  Dr.  Davidson  is  sur- 
vived by  his  wife,  Ellen, 
and  a daughter,  Mrs.  Robert 
Wickman. 


Abner  Willen,  M.D.,  Clark, 
died  suddenly  at  his  home 
at  the  age  of  55.  He  grad- 
uated from  the  Johns  Hop- 
kins Medical  School  in  1939 
and  established  his  practice 
in  Clark  in  1941.  Survivors 
include  his  wife,  Margaret, 
two  sons,  Scott  and  Tom, 
and  three  daughters,  Mrs. 
C.  P.  Gillespie,  Mrs.  William 
M.  Van  Camp  and  Mrs. 
Russell  Jackson. 
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Doxidan  is  a gentle  laxative  designed  to  free  your 
patient  from  the  hemodynamic  consequences  of 
straining  at  stool.  With  a fecal  softening  agent  to 
keep  the  stool  soft  and  easy  to  evacuate,  and  with 
just  enough  peristaltic  stimulation  to  urge  the 
sluggish  bowel,  Doxidan  reduces  the  hemody- 
namic “bind”  of  constipation. 

Composition:  Each  capsule  contains  50  mg.  dan- 
thron  N.F.  and  60  mg.  dioctyl  calcium  sulfosuc- 
cinate. 

Dosage:  Adults  and  children  over  12— one  or  two 
capsules  daily.  Children  6 to  12 — one  capsule 
daily.  Give  at  bedtime  for  two  or  three  days  or 
until  bowel  movements  are  normal. 

Supplied:  Bottles  of  30,  100  (FSN  6505-074-3169) 
and  1000  (FSN  6505-890-1247). 


Constipation  in  the  chronic  heart  failure  patient 
carries  with  it  the  ever-present  threat  of  acute 
cardiac  decompensation  while -straining  at  stool. 
In  the  already  weakened,  distended  heart,  a sud- 
den influx  of  blood  on  termination  of  the  Valsalva 
maneuver  is  considered  to  be  the  mechanism  of 
some  of  the  deaths  occurring  in  these  cardiac 
patients  during  straining  efforts.* 


...to  reduce 

the  hemodynamic  “bind” 
of  constipation 
in  congestive  heart  failure 


“Best,  C.  H.  and  Taylor,  N.  B.:  The  Physiolog- 
ical Basis  ol  Medical  Practice,  7th  edition, 
Williams  and  Wilkins,  Baltimore,  1961,  p.  480. 
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Fee  Splitting  Defined 

By  the  term  secret  splitting  of  fees  is  meant 
the  sharing  by  two  or  more  men  in  a fee  which 
has  been  given  by  the  patient  supposedly  as  the 
reimbursement  for  the  services  of  one  man 
alone.  By  secrecy  is  meant  that  the  division  of 
the  fee  is  done  without  the  knowledge  of  the 
patient  or  some  representative  of  the  family. 
It  includes  those  cases  in  which  the  term  assist- 
ant is  used  as  a subterfuge  to  obtain  a part  of 
the  fee  which  otherwise  could  not  be  rightfully 
claimed.  The  term  commission  refers  to  those 
rebates,  “rake  offs,”  or  pro  rata  moneys  sent 
for  referring  patients  or  favors  received  and 
not  for  medical  and  surgical  services  rendered. 

The  Judicial  Council  recommends  for  adoption 
by  the  House  of  Delegates  the  following  resolu- 
tions: 

Resolved,  That  any  member  of  the  American 
Medical  Association  found  guilty  of  secret  fee 
splitting  or  of  giving  or  receiving  commissions 
shall  cease  to  be  a member  of  the  American 
Medical  Association. 

Resolved,  That  the  House  of  Delegates  of  the 
American  Medical  Association  recommends  to 
each  constituent  body  that  it  endeavor  through 
the  action  of  its  various  county  societies  to  re- 
form the  various  abuses  of  lodge  practice  in 
their  separate  communities  in  order  that  the 
lodges  may  give  an  adequate  service  to  its  mem- 
bers and  an  honorable  remuneration  to  the  med- 
ical men.  (House  of  Delegates,  1912). 

^ ^ 

Rebating  of  Physician's  Fee  to  Hospital 

The  AMA  deplores  the  practice  of  coercing 
physicians  to  contribute  to  hospital  building 

Information  provided  by  the  Law  Department, 
AMA,  535  North  Dearborn  St.,  Chicago,  111. 


funds  and  other  programs  under  threat  of  loss 
of  medical  staff  privileges.  (House  of  Delegates, 
1963). 

^ 

No  Federal  Jurisdiction  Over  State 
Commitment  to  VA  Hospital 

A mental  patient  committed  to  a VA  hospital 
by  order  of  a state  court  was  held  not  entitled 
to  a hearing  in  a federal  trial  court,  because  he 
had  not  exhausted  the  remedies  available  to 
him  in  the  courts  of  the  committing  state.  The 
federal  court  ruled  that  it  had  no  jurisdiction  to 
entertain  his  petition  for  habeas  corpus. 

In  holding  the  patient  in  custody  pursuant  to 
the  order  of  the  state  court,  the  hospital  was 
acting  as  an  agent  of  the  committing  state,  not 
as  an  agent  of  the  federal  government.  The  pa- 
tient’s status  was  the  same  as  if  he  had  been 
committed  to  a state  institution.  Therefore,  he 
must  exhaust  the  remedies  provided  by  the  laws 
of  the  committing  state  before  invoking  the 
jurisdiction  of  the  federal  court.  Nor  did  the 
federal  jurisdiction  exist  because  the  patient’s 
federally  guaranteed  constitutional  rights  were 
allegedly  involved.  The  courts  of  the  several 
states  have  a duty  to  furnish  protection  of  all 
rights  guaranteed  by  the  U.  S.  Constitution.  — 
Lee  v.  Giles,  271  F.  Supp.  785  (D.  C.,  Ala.,  Aug. 
4,  1967). 

Expert  Testimony  on  Insanity  Not  Conclusive 

The  government  sustained  its  burden  of  prov- 
ing that  an  accused  was  sane  at  the  time  of  an 
attempted  bank  robbery,  even  though  it  pre- 
sented no  expert  witnesses,  the  U.  S.  Court  of 
Appeals  for  the  Fifth  Circuit  ruled. 

Three  psychiatrists  who  examined  the  accused 

(Continued  on  Page  42) 
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For  the  patient  who  has  been 
through  an  accident,  the  worry 
and  anxiety  following  the 
mishap  may  actually  heighten 
the  perception  of  pain.  This  is 
why  there’s  a classic  14  grain 
sedative  dose  of  phenobarbitai 
in  Phenaphen  with  Codeine— 
to  take  the  nervous“edge”  off, 
so  the  rest  of  the  formula  can 
control  the  pain  more  effectively. 

A.H.  Robins  Company,  J M HHCIMC 
Richmond, Va.  23220  ft  H I^UOIlMj 


Phenaphen*  with  Codeine 

Phenaphen  with  Codeine  Nos.  2,  3,  or  4 contains:  Phenobarbitai  [Va  gr.) , 1 6.2 
mg.  (warning:  may  be  habit  forming);  Aspirin  (21/2  gr.),  162.0  mg.;  Phenacetin 
(3  gr.),  194.0  mg.;  Hyoscyamine  sulfate,  0.031  mg.;  Codeine  Phosphate,  Va 
gr.  (No.  2),  V2  gr.  (No.  3),  or  1 gr.  (No.  4)  (warning:  may  be  habit  forming). 

The  compound  analgesic  that  calms  instead  of  caffeinates 

Indications:  Phenaphen  with  Codeine  provides  relief  in  severer  grades  of 
pain,  on  low  codeine  dosage,  with  minimal  possibility  of  side  effects.  Its  use 
frequently  makes  unnecessary  the  use  of  addicting  narcotics.  Contraindica- 
tions: Hypersensitivity  to  any  of  the  components.  Precautions:  As  with  all 
phenacetin-containing  products  excessive  or  prolonged  use  should  be 
avoided.  Side  effects:  Side  effects  are  uncommon,  although  nausea,  con- 
stipation and  drowsiness  may  occur.  Dosage:  Phenaphen  No.  2 and  No.  3 — 
1 or  2 capsules  every  3 to  4 hours  as  needed;  Phenaphen  No.  4 — 1 capsule 
every  3 to  4 hours  as  needed.  For  further  details  see  product  literature. 


GUEST  EDITORIAL 


Medical  X-Rays:  Benefits  vs.  Risk 

(The  following  editorial  is  reprinted  with  permission 
from  the  Virginia  Medical  Monthly.  It  was  written 
by  M.  P.  Neal,  Jr.,  M.D.,  and  E.  E.  Stickney,  Ph.D., 
of  the  Medical  College  of  Virginia,  Richmond,  in  the 
April,  1969,  issue.) 

Again  we  find  the  medical  and  dental  uses  of 
x-rays  are  under  fire  in  the  public  press  and 
certain  popular  home  journals  — as  well  as  in 
testimony  before  a congressional  committee.  The 
effect  has  been  to  alarm  the  public  by  alleging 
that  great  hazards  lie  in  radiology.  The  pro- 
priety and  necessity  of  x-ray  examinations  have 
been  questioned,  as  have  the  qualifications  of 
users  of  x-ray  equipment. 

In  contrast,  the  expert  Medical  X-Ray  Ad- 
visory Committee  (in  its  recent  report  to  DHEW) 
states  that  “the  optimal  welfare  of  the  popula- 
tion is  almost  certainly  dependent  on  a sig- 
nificant increase  in  medical  diagnostic  x-ray  pro- 
cedures.” The  committee  couples  this  with  an  in- 
sistent warning  that  every  user  must  be  critic- 
ally evaluated  to  get  the  maximum  information 
with  the  least  radiation. 

These  phrases  go  hand-in-hand:  the  best  in- 
formation comes  from  equipment  which  is  in 
top  condition,  with  carefully  chosen  exposure 
factors  and  fields  as  small  as  possible,  with  well 
filtered  radiation,  and  with  ideal  recording  ma- 
terials. The  same  conditions  give  the  patient  the 
smallest  radiation  dose.  It  is  axiomatic  that  x- 
ray  examinations  should  be  done  only  because 


of  a specific  medical  need  — and  not  because 
an  extra  set  is  desired  by  an  insurance  lawyer, 
or  a physician  for  his  own  records,  nor  because 
of  a housestaff  physician’s  request  for  routine, 
unnecessary,  repetitive  examinations,  or  too 
strict  adherence  to  governmental  regulations. 
On  the  other  hand,  to  refuse  a needed  x-ray  is 
certainly  a greater  hazard  than  the  radiation 
itself. 

However,  the  DHEW  report  (mentioned 
above)  suggests  that  only  a little  over  half  of  the 
x-ray  procedures  are  supervised  by  specialists 
in  radiology.  Public  clamor  attributes  the 
greater  abuses  to  non-radiologists.  Some  basis 
for  this  attitude  does  exist;  for  example,  there 
are  still  reports  of  casual  use  of  the  standard 
fluoroscope  without  dark  adaptation,  a pro- 
cedure which  subjects  the  patient  to  as  much  as 
ten  to  a hundred  times  the  necessary  levels  of 
radiation  and  at  the  same  time  diminishes  the 
information  which  the  physician  receives.  An- 
other notable  cause  of  excess  radiation  is  the 
repeat  exposure  (re-ray)  which  must  be  made 
when  faulty  techniques  and/or  equipment 
produces  a film  which  is  not  diagnostic.  Fre- 
quent causes  of  this  are  the  wrong  type  of  film, 
incorrect  grid  of  screen,  worn  out  dark  room 
chemicals  or  improper  development,  wrong  ex- 
posure factors  or  poor  positioning  — all  errors 
which  a good  radiologist  and  a good  technician 
know  how  to  avoid  and  should  avoid.  These  are 
the  basic  essentials  of  good  practice.  In  slighting 
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them  lies  the  foundation  of  the  small  truth  that 
is  being  used  to  ferment  the  “big  lie”  now  rising 
to  plague  the  medical  and  dental  professions  and 
to  disturb  patients  and  their  relatives. 

The  physician  is  responsible  not  only  for  his 
own  training  and  adequacy,  but  he  is  directly 
responsible  for  the  proper  training  and  per- 
formance of  his  staff.  In  the  present  instance 
this  means  that  a person  who  positions  the  pa- 
tient, exposes  and  develops  the  film,  and  sees 
to  proper  functioning  of  x-ray  generating  de- 
vices, dark  room  chemicals,  and  all  related  fac- 
tors must  be  a fully  trained  and  reliable  individ- 
ual. These  para-medical  personnel,  in  addition 
to  training  and  consistent  attention  to  adequate 
performance,  must  be  highly  motivated  and 
mature  to  achieve  routinely  diagnostic  x-rays 
without  extra  radiation  exposure. 

If  the  physician  does  not  fully  sustain  his  re- 
sponsibility, it  will  not  be  long  before  a regula- 
tory agency  will  intrude  into  his  office  to  test, 
measure  and  evaluate  the  way  in  which  he  car- 
ries out  his  practice.  They  might  subsequently 
direct  the  utilization  of  any  radiant  energy  de- 
vice that  physicians  or  dentists  may  employ. 
This  is  a threat  which  can  be  seen  in  the  attitude 
and  testimony  of  some  “non-medical  experts” 
who  seem  to  have  the  ear  of  the  federal  Con- 
gress. An  attempt  to  “improve”  radiologic  prac- 
tice by  installing  an  inspector  to  tell  the  radiol- 
ogist how  to  set  the  controls  is  comparable  to 
improving  highway  safety  by  installing  a back- 
seat driver. 

For  those  who  feel  that  regulation  is  remote, 
and  listen  only  to  the  voice  of  self-interest,  there 
are  the  powerful  economic  arguments  that  your 
equipment  wears  out  every  bit  as  fast  from  use- 
less as  from  useful  exposures;  x-ray  film  is  ex- 
pensive; and  you  just  cannot  calculate  the  value 
of  wasted  time. 

This  is  a plea  to  all  who  use  x-rays  for  med- 
ical or  dental  diagnosis  to  be  aware  of  the  ob- 
ligation to  use  it  appropriately  and  in  a respon- 
sible fashion.  Our  State  provides  all  the  pre- 
requisite opportunities  for  those  who  want  to 
further  their  education  or  want  refresher  in- 
struction. Similar  continuing  education  courses 
and  technical  consultations  are  available  for 
para-medical  personnel  as  well.  We  urge  that 
you  and  your  associates  make  use  of  your  col- 
leagues, regional  medical  schools,  and  profes- 
sional and  governmental  organizations  to  assure 
that  we  in  Virginia  achieve  the  highest  degree 
of  benefit  from  the  use  of  x-rays  with  minimum 
risk. 


(Continued  from  Page  39; 

stated  the  opinion  that  the  accused  had  a psy- 
chotic episode  which  rendered  him  incapable  of 
knowing  right  from  wrong  as  to  the  act  charged 
and  of  refraining  from  doing  such  act.  They 
attributed  his  legal  irresponsibility  to  a person- 
ality disorder,  rather  than  to  a mental  disease, 
deficiency,  or  defect.  The  government  presented 
no  expert  testimony  on  the  insanity  issue.  It 
relied  on  factual  proof,  nonexpert  opinion  tes- 
timony, and  weaknesses  in  the  psychiatrists’ 
testimony  made  evident  by  cross-examination, 
particularly  their  lack  of  knowledge  of  several 
material  facts  of  the  case. 

Expert  opinion  evidence  is  ordinarily  not  con- 
clusive even  when  it  is  uncontradicted.  There 
was  no  good  reason  for  making  an  exception 
for  expert  opinion  evidence  on  insanity.  — 
Mims  v.  U.  S.,  375  F.  2d  135  (C.A.  5,  Feb.  16 
1967). 


MILLIONS  LACK  HEALTH  CARE 

Millions  of  Americans  are  getting  substandard 
health  care,  two  officers  of  the  American  Public 
Health  Association  reported  recently.  Lester 
Breslow,  M.D.,  APHA  president,  and  Paul  B. 
Cornley,  M.D.,  APHA  president-elect,  said  they 
“were  shocked  and  still  reeling”  from  the  health 
brutalities  they  found  during  a recent  tour  of 
six  urban  and  rural  slum  areas.  Findings  cited 
by  the  doctors  include:  Children  in  families  with 
annual  incomes  under  $3,000  see  doctors  an 
average  of  2.6  times  a year,  compared  with  4.4 
times  for  children  in  families  with  $10,000  an- 
nual incomes.  More  than  20  percent  of  all  per- 
sons in  families  with  less  than  $3,000  a year 
have  never  seen  a dentist. 


YOUTH  EMPHASIS  HANDICAP  TO  AGED 

The  emphasis  on  youth  that  characterizes  our 
society  today  intensifies  the  already  existing 
problems  of  aging,  a New  Orleans  psychiatrist 
said  recently.  “The  time  of  life  accepted  by  al- 
most every  earlier  cultural  period  as  ideal  and 
the  time  of  leadership  is  now  characterized  as 
square,  out  of  touch,  and,  indeed,  inept,”  Dr. 
Gene  L.  Usdin,  associate  professor  of  clinical 
psychiatry  at  Lousiana  State  University  School 
of  Medicine,  said.  However,  Dr.  Usdin  said, 
the  middle-aged  male  should  realize  that  this 
evaluation,  made  by  youth,  is  affected  by  youth’s 
need  to  rebel  and  to  devaluate  his  elders 
It  is  middle  age  that  provides  the  individual 
with  real  opportunity  to  grasp  wisdom  without 
being  harassed  by  chronic  libidinal  conflicts.” 
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It  is  not  too  early  to  make  plans  for  the  Annual  State  Meeting  to  be  held  in  Sioux  Falls  on  May 
22,  23,  and  24,  1970. 

The  format  of  this  meeting  has  been  changed  so  that  all  members  and  guests  can  benefit  both 
at  the  business  and  scientific  sessions.  The  list  of  guest  speakers  is  very  impressive  and  the  topics 
to  be  presented  should  be  of  general  interest. 

The  business  session  should  prove  to  be  a very  important  one  due  to  the  rapid  and  monumental 
changes  that  are  facing  the  private  practice  of  medicine.  This  is  your  meeting  and  it  will  help  shape 
the  future  of  South  Dakota  medicine.  We  would  encourage  all  members  to  attend.  Each  district 
should  be  assured  of  proper  representation.  Each  district  is  encouraged  to  promptly  send  m their 
resolutions  to  be  presented  to  the  House  of  Delegates. 

We  hope  to  see  the  majority  of  you  in  Sioux  Falls  this  spring.  You  will  be  guaranteed  an  abund- 
ance of  education  - business  and  fun. 

R.  H.  Quinn,  M.D. 

President 
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THE  MONTH  IN  WASHINGTON 


A special  task  force  recommended  that  the 
federal  government  experiment  in  different 
ways  of  paying  physicians  under  medicare  and 
medicaid. 

In  the  first  of  a series  of  reports  on  medicaid, 
the  task  force  — appointed  by  Health,  Education 
and  Welfare  Secretary  Robert  H.  Finch  last 
July  — said: 

“HEW  should  actively  program  experiments 
for  incentive  reimbursement  under  medicare 
and  medicaid,  with  new  emphasis  on  experi- 
ments in  payment  methods  for  physicians  as  the 
key  generators  of  health  services.  In  addition  to 
experiments  in  institutional  reimbursement, 
other  experiments  could  emphasize  compen- 
sation to  groups  of  practitioners  using  modified 
approaches  to  capitation  with  built-in  controls 
on  quality  and  costs.” 

The  report  said  that  states  also  should  be  made 
aware  of  options  now  available  under  present 
laws  and  regulations  in  addition  to  the  in- 
dividual fee-for-service  basis  for  payments  to 
physicians.  The  report  listed  “contract  pay- 
ments with  quality  controls,  case  average 
methods,  and  fee  for  time.” 

The  task  force  recommended  that  medicaid 
funds  be  used  to  finance  group  practice,  neigh- 
borhood health  clinics  and  home  health  care 
programs,  particularly  in  ghettos  and  other  low- 
income  areas. 

The  recommendation  was  the  core  of  a goal 
“to  effect  changes  and  improvements  in  the 
health  care  delivery  system”  of  the  nation. 

“Bringing  about  needed  major  changes  in  the 
organization  and  delivery  of  health  services  is  a 
long-range  objective,  requiring  national  com- 


mitment and  establishment  of  national  policy 
and  priorities,”  the  task  force  said  in  the  first 
of  a series  of  reports. 

“For  the  short-range,  we  are  recommending 
certain  actions  which  could  bring  about  some 
improvements  and  which  are  consistent  with 
long-range  objectives.” 

For  the  short-range,  it  was  recommended  that 
five  per  cent  of  federal  medicaid  funds  be  ear- 
marked for  state  “development  and  improve- 
ment of  health  care  services  and  resources.” 
Consideration  also  should  be  given  to  such  use 
of  medicare  funds,  the  report  said. 

The  federal  government  was  urged  to  take  a 
more  positive  leadership  role  in  the  medicare 
program  by  first  improving  its  own  administra- 
tive machinery  and  then  getting  the  states  to 
make  their  management  functions  more  ef- 
ficient. 

Other  recommendations  of  the  task  force  in- 
cluded: 

— Deny  federal  medicaid  funds  to  chiroprac- 
tors and  naturopaths. 

— Require  uniform  provisions  and  unified 
state  standard-setting,  certification,  and  con- 
sultation functions  with  respect  to  providers  of 
service  under  both  medicaid  and  medicare. 

— Establish  eligibility  for  medicaid  benefits 
by  permitting  an  applicant  to  fill  out  a simple 
declaration  form. 

— Require  “profiles  at  the  state  level  of  ven- 
dors and  recipients  of  service,  and  criteria 
against  which  to  screen  claims  to  identify  pat- 
terns which  appear  to  deviate  from  desirable 
and/or  usual  behavior.” 
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(diethylpropion  hydrochloride) 


works  on  the  appetite 
not  on  the  nerves’ 

When  girth  gets  out  of  control,  TEPANIL  con  provide  sound 
support  for  the  weight  control  program  you  recommend. 
TEPANIL  reduces  the  appetite— patients  enjoy  food  but  eat 
less.  Weight  loss  is  significant— gradual— yet  there  is  a rela- 
tively low  incidence  of  CNS  stimulation. 

Contraindications:  Concurrently  with  MAO  Inhibitors,  in  patients  hypersensitive  to 
this  drug,-  In  emotionally  unstable  patients  susceptible  to  drug  abuse. 

Warning:  Although  generally  safer  than  the  amphetamines,  use  with  great  caution  In 
patients  with  severe  hypertension  or  severe  cardiovascular  disease.  Do  not  use  dur- 
ing first  trimester  of  pregnancy  unless  potential  benefits  outweigh  potential  risks. 
Adverse  Reactions:  Rarely  severe  enough  to  require  discontinuation  of  therapy,  un- 
pleasant symptoms  with  diethylpropion  hydrochloride  have  been  reported  to  occur 
in  relatively  low  incidence.  As  Is  characteristic  of  sympathomimetic  agents,  it  may 
occasionally  cause  CNS  effects  such  as  insomnia,  nervousness,  dizziness,  anxiety, 


and  jitteriness.  In  contrast,  CNS  depression  has  been  reported.  In  a few  epileptics 
an  increase  In  convulsive  episodes  has  been  reported.  Sympathomimetic  cardi o-  i 
vascular  effects  reported  include  ones  such  as  tachycardia,  precordial  pain,  v 
arrhythmia,  palpitation,  and  increased  blood  pressure.  One  published  report 
described  T-wave  changes  in  the  ECG  of  a healthy  young  male  after  ingestion  of 
diethylpropion  hydrochloride;  this  was  an  isolated  experience,  which  has  not  been  jj 
reported  by  others.  Allergic  phenomena  reported  include  such  conditions  as  rash, 
urticaria,  ecchymosis,  and  erythema.  Gastrointestinal  effects  such  as  diarrhea, 
constipation,  nauseo,  vomiting,  and  abdominal  discomfort  have  been  reported. 
Specific  reports  on  the  hematopoietic  system  include  two  each  of  bone  marrow 
depression,  ogranulocytosis,  ond  leukopenia.  A variety  of  miscellaneous  adverse 
reactions  hove  been  reported  by  physicians.  These  include  complaints  such  as  dry 
mouth,  headache,  dyspnea,  menstrual  upset,  hair  loss,  muscle  pain,  decreased 
libido,  dysuria,  and  polyuria. 

Convenience  of  two  dosage  forms:  TEPANIL  Ten-tab  tablets:  One  75  mg.  tablet 
daily,  swallowed  whole,  in  midmorning  (10  a.m.);  TEPANIL:  One  25  mg.  tablet  three 
times  daily,  one  hour  before  meals.  If  desired,  an  additional  tablet  may  be  given  in 
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CHRONIC  PERICARDIAL  EFFUSION* ** 


S.  Sochocky,  M.D.,  F.C.C.P.** 
Sioux  Falls,  S.  Dak. 


History: 

Pericardial  effusion  was  known  at  the  time  of 
Galen  in  2nd  century.  Several  cases  were  men- 
tioned later  during  the  16th,  17th  and  18th  cen- 
turies. In  1852,  Rokitansky1  described  a tuber- 
culous pericarditis  and  Osier2  reported  a series 
of  17  cases  of  pericarditis,  including  7 which 
were  due  to  tuberculosis  of  mediastinal  glands, 
in  1893.  The  clinical  findings  of  idiopathic  peri- 
carditis were  described  by  R.  M.  Hodges3  in 
1894,  and  Osier2  in  1895.  Barnes  and  Burchell4 
described  a pericarditis  simulating  acute  coron- 
ary disease  in  1953.  Delorme5  suggested  a re- 
section of  cardiopericardial  adhesions  in  1895. 
The  first  pericardiotomy  was  performed  by 
Rhen6  in  1896  and  first  decompression  by 
Brauer7  in  1902. 

Definition: 

When  a sub-chronic  pericardial  effusion  ends 
and  a chronic  begins  is  uncertain.  However,  a 
persistence  of  pericardial  effusion  for  more  than 
6-8  weeks  should  be  regarded  as  a chronic  one. 
During  this  period  of  time  either  pericardial 
effusion  clears  up  or  has  to  be  treated  by  sur- 
gery. 

Incidence: 

According  to  various  authors  the  incidence  of 
pericardial  effusion  varies.  White8  found  peri- 
carditis in  five  per  cent  of  all  postmortem  exam- 
inations and  Reeves9  found  108  cases  among 
154,115  hospital  admissions  between  1935  and 

* Presented  at  The  American  College  of  Physicians 
South  Dakota  Meeting  with  The  South  Dakota  So- 
ciety of  Internal  Medicine,  School  of  Medicine, 
University  of  South  Dakota,  Vermillion,  September 
19-20  1969 

**  Address:  Dept,  of  Internal  Medicine,  Veterans  Ad- 
ministration Center,  Sioux  Falls.  Assistant  Pro- 
fessor  of  Internal  Medicine,  University  of  South 
Dakota,  School  of  Medicine. 


1950.  From  26,389  consecutive  autopsies  at  the 
University  of  Minnesota,  pericardial  effusion  of 
more  than  200  cc  was  found  in  3,441  or  1.3  per 
cent.  In  our  study10  of  19,205  patients  between 
January  1,  1957  and  December  31,  1963,  25  pa- 
tients had  pericardial  effusion. 

Etiology: 

Chronic  pericardial  effusion  may  follow  al- 
most any  pericardial  inflammation  and  also 
may  develop  from  non-inflammatory  disorders. 
Chronic  pericardial  effusion,  following  inflam- 
mation often  causes  complications  such  as  a 
tamponade,  but  non-inflammatory  disorders 
may  also  produce  similar  effects. 

The  main  causes  of  pericardial  effusion  are  as 
follows: 

1.  Pyogenic  bacteria  as  eg.  staphylococcus 
aureus,  pneumococcus,  Hemophilus  in- 
fluenza. 

2.  Infectious  granulomatous  inflammation  as 
eg.  tuberculosis. 

3.  Virus  infection  as  eg.  B.  Coxsackie  virus. 
Group  B. 

4.  Idiopathic  pericardial  effusion  — 

a)  acute 

b)  chronic 

5.  Fungus  diseases  as  eg.  actinomycosis,  histo- 
plasmosis. 

6.  Neoplastic  — 

a)  primary  as  eg.  mesothelioma,  heman- 
gioma, lymphangiomatous  hamartoma. 

b)  metastatic  as  eg.  from  carcinoma  of  breast 
and  lungs. 

7.  Metabolic  disorders  as  eg.  myxedema, 
nephrotic  syndrome,  chronic  uremia. 

8.  Collagen  diseases  as  eg.  disseminated  lupus 
erythematosus,  rheumatoid  arthritis,  sclero- 
derma. 

9.  Blood  disorders  as  eg.  pernicious  anemia. 


MARCH  1970 


9 


17 


10.  Heart  diseases  — 

a)  inborn  as  eg.  endomyocardial  fibrosis. 

b)  acquired  as  eg.  congestive  heart  failure 
due  to  rheumatic  heart  disease. 

11.  Trauma,  direct  and  indirect. 

12.  Parasites  as  eg.  amoebic  dysentery,  hydatic 
cyst. 

13.  Drug  reaction  as  eg.  penicillin,  streptomycin, 
tetracycline,  phenylbutazone. 

14.  Irradiation. 

15.  Unknown  origin  as  eg.  sarcoidosis. 

Symptoms  and  signs: 

Symptoms  and  signs  depend  on  amount  of 
tluid,  speed  of  formation  and  severity  of  offend- 
ing organisms. 

The  patient  may  complain  of  general  weak- 
ness, fever,  loss  of  appetite  and  weight.  He  may 
have  shortness  of  breath,  a pain  in  chest,  dis- 
comfort in  abdomen  and  swelling  of  legs. 

Physical  examination  may  show  distended 
veins  of  neck  and  peripheral  cyanosis.  The  flat 
percussion  note  over  lower  half  of  sternum,  in- 
creased cardiac  dullness  to  right  of  lower  ster- 
num may  be  present.  Heart  sounds  may  be  nor- 
mal, distant  or  muffled;  the  maximum  cardiac 
impulse  may  not  be  visible  or  palpable.  Fric- 
tion rub  is  usually  present  in  fibrinous  and  sero- 
fibrinous pericarditis  but  still  may  be  found  in  a 
large  pericardial  effusion.  Large  effusion  may 
produce  an  area  of  dullness,  bronchial  breathing 
at  base  of  left  lung  posteriorly  below  the  ninth 
rib,  between  spine  and  mid-scapular  line.  Sys- 
tolic blood  pressure  may  be  lower  or  normal, 
diastolic  normal.  The  pulse  volume  is 
usually  fair,  pulse  pressure  narrow,  paradoxical 
pulse  and  abnormal  heart  rhythm  may  be  pres- 
ent. Ascites,  large  liver  and  signs  of  congestive 
heart  failure  may  be  found.  There  occasionally 
may  be  signs  of  pericardial  adhesions  between 
pericardium  and  surrounding  structures. 

However,  if  pericardial  effusion  develops 
slowly  many  patients  may  tolerate  it  very  well 
having  no  signs  or  symptoms.  Connelly1 1 des- 
cribed 6 patients  with  chronic  pericardial  ef- 
fusion which  persisted  up  to  11  years  with  no 
evidence  of  ill  effects.  The  chronic  pericardial 
effusion  may  also  cause  cardiac  tamponade,  con- 
strictive pericarditis,  pericardial  adhesions  and 
thickening.  Pericardial  cysts  and  diverticulae 
may  also  develop  in  later  phase. 

Investigations: 

Usual  laboratory  investigations  should  include 
skin  tests  as  old  tuberculin,  fungus  skin  tests, 
serology  for  fungus,  sputum  examination  for 
acid  fast  bacilli,  malignant  cells.  Biochemistry 
and  bacteriological  studies  of  blood  and  peri- 


cardial fluid  and  pericardial  biopsy  should  be 
included. 

Depending  on  etiology,  pericardial  fluid  may 
be  clear,  turbid,  bloody,  white,  or  yellowish  in 
appearance;  it  may  be  either  exudate  or  tran- 
sudate. 

Turbid  fluid  may  be  found  in  bacterial  peri- 
cardial effusion. 

Bloody  fluid  usually  found  in  malignant  peri- 
cardial effusion,  tuberculous,  traumatic,  or  in 
idiopathic  pericardial  effusion. 

White  fluid  is  found  in  chylopericardium. 
Chylopericardium  usually  causes  very  large 
effusions  producing  a chronic  tamponade.  Fluid 
is  milky,  alkaline;  electrolytes,  protein,  glucose 
and  cholesterol  levels  similar  to  those  of  blood 
serum.  Fat  studies  are  typical  of  chyle  fluid. 
Chylopericardium  may  be  associated  with 
mediastinal  lymphangiomatous  hamartoma  or 
may  be  caused  by  abnormal  communication  be- 
tween pericardium  and  thoracic  duct.  A general- 
ized disorder  of  lymphatic  system  may  cause 
chylopericardium. 

Cholesterol  effusions  may  be  turbid,  brown, 
yellow,  port  wine  or  coffee  colored.  Cholesterol 
effusion  is  characterized  by  presence  of  choles- 
terol crystals  in  pericardial  tissue  and  a high 
concentration  of  cholesterol  in  pericardial  fluid 
but  with  normal  blood  cholesterol.  This  type 
may  be  found  in  tuberculous  pericardial 
effusion,  in  effusion  associated  with  rheumatoid 
arthritis  and  traumatic  hemopericardium. 

Cholesterol  is  found  in  all  myxedematous 
effusions  but  its  level  is  usually  below  that  of 
serum  and  without  crystal  formation. 

Exudate  is  characterized  by  specific  gravity 
above  1015,  total  protein  more  than  3 grams  per 
cent  and  glucose  content  lower  than  that  of 
blood.  Microscopical  examination  may  show  in- 
flammatory cells,  usually  lymphocytes,  bacteria 
in  purulent  pericardial  effusion.  Coagulation  is 
frequent  in  inflammatory  effusions.  Culture  of 
pericardial  fluid  may  be  positive  for  bacteria 
and  neoplastic  cells  may  be  found  in  exudate. 

Transudate  is  usually  clear,  specific  gravity 
below  1015,  total  protein  usually  less  than  3 
grams  per  cent,  glucose  equal  to  blood  sugar. 
Microscopical  examination  may  show  a few 
mesothelial  cells. 

Radiology  — Chest  film  may  show  changes  in 
heart  shadow  if  more  than  250  cc  of  fluid  pres- 
ent in  pericardial  sac.  Cardiac  silhouette  with 
large  pericardial  effusion  may  show  configura- 
tion of  an  onion,  pear,  or  Erlenmeyer  flask.  The 
superior  mediastinum  is  usually  broadened.  The 
transverse  diameter  of  heart  may  be  enlarged 
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with  heart  border  straight,  convex  or  bulging. 
An  enlargement  of  heart  shadow  with  clear  lung 
fields  or  sudden  change  of  heart  shadow  with- 
out pulmonary  congestion  as  seen  on  chest  films 
may  suggest  a pericardial  effusion.  There  may 
be  an  evidence  on  chest  film  of  calcification  of 
the  pericardium.  Fluoroscopy  shows  decrease  or 
absence  of  border  pulsation  of  heart  in  majority 
of  patients. 

Electrocardiogram  may  show  low  voltage,  ST 
changes,  flat  T waves,  inverted  T waves,  or  may 
be  normal. 

Pericardial  aspiration  and  biopsy  are  essential 
for  diagnosis  of  pericardial  effusion.  Pericardial 
aspiration  with  replacement  of  fluid  with  air 
may  show  degree  of  thickened  pericardium. 

Angiography  is  another  good  method  of  in- 
vestigation of  pericardial  effusion. 

Right  atrial  catheterization  — a catheter 
lodged  against  the  lateral  atrial  wall,  a distance 
of  over  5 mm  from  its  tip  to  the  lung  border 
suggests  effusion  in  pericardium. 

Pneumoatriography  — intravenous  injection 
of  carbon  dioxide,  from  50-100  cc,  into  vein  with 
patient  in  left  lateral  position  will  outline  the 
right  atrial  border. 

Ultrasonic  diagnosis  of  pericardial  effusion  is 
quick,  safe,  simple,  accurate  and  superior  in 
safety  to  radioisotope  scanning  and  various 


Figure  1. 

Chest  film  on  3-28-67  shows  an  enlarged  heart  and 
lung  fields  clear. 


other  radiographic  methods.  Pericardial  fluid 
more  than  40  cc  can  be  detected  by  this  method 
and  can  be  done  on  unconscious  patient  without 
moving  him.  James  Pate12  et  al.  studied  three 
patients  with  stab  wounds  of  the  heart.  The 
sonnogram  was  definitely  positive,  although 
there  was  no  significant  cardiomegaly  on  chest 
film  in  two.  Radioisotope  scanning  may  help  to 
determine  heart  silhouette. 

Discussion: 

According  to  published  reports  and  opinions 
expressed  by  various  authors,  idiopathic  peri- 
carditis with  effusion  is  on  the  increase  while 
other  forms  are  on  the  decrease.  In  240  cases  of 
acute  pericarditis,  Sodeman  and  Smith13  found 
23  per  cent  acute  non-specific,  16  per  cent  pyo- 
genic and  7 per  cent  tuberculous.  In  the  opinion 
of  Effler1 4 tuberculosis  is  now  a less  common 
cause  of  constrictive  pericarditis.  In  Schepers'15 
opinion,  tuberculous  pericarditis  occurs  in  10 
per  cent  of  all  forms  of  pericarditis  and  repre- 
sents from  2-8  per  cent  of  all  forms  of  tuber- 
culosis. 

In  our  study10  of  19,205  patients,  25  had  peri- 
cardial effusion.  There  were  16  patients  with 
pericardial  effusion  due  to  tuberculosis.  Among 
non-tuberculous  group  there  were  3 patients 
with  idiopathic  pericardial  effusion,  1 with  bac- 
terial, 1 associated  with  atypical  pneumonia,  1 


Figure  2. 

Chest  film  on  4-17-67  shows  a normal  heart  shadow 
after  3 weeks  treatment  with  steroids. 
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Figure  3. 

Chest  film  on  4-22-67  shows  an  enlarged  heart  after 
one  week  of  reduced  dosage  of  steroids. 


with  post-infarction  pericarditis,  1 associated 
with  lupus  erythematosus,  and  2 with  malignant 
pericarditis. 

Diagnosis  between  virus  and  idiopathic  peri- 
carditis is  rather  difficult  as  there  is  always  a 
possibility  that  idiopathic  pericardial  effusion 
may  be  labelled  virus  and  vice  versa.  Also  there 
may  be  difficulty  in  differential  diagnosis  be- 
tween idiopathic  pericardial  effusion  and  tuber- 
culous. 

Idiopathic  pericarditis,  often  with  effusion,  is 
usually  preceded  by  upper  respiratory  infection 
of  about  3 weeks  duration  and  may  be  asso- 
ciated with  pleural  effusion.  It  occurs  frequently 
in  young  males  and  is  recurrent.  The  pain, 
which  may  be  rather  severe,  is  relieved  in  sit- 
ting up  position,  worse  in  recumbent.  Car- 
michael16 et  al.  described  6 patients  with  more 
than  one  attack;  2 of  them  had  four  recurrent 
attacks.  Swan17  reported  17  attacks  in  one  pa- 
tient in  16  years;  8 attacks  in  second  in  5 years 
and  5 attacks  in  8 months  in  third.  In  our 
series10  one  of  three  patients  with  idiopathic 
pericardial  effusion  had  3 recurrent  attacks  in 
5 months. 

Recently  one  patient  with  idiopathic  peri- 
cardial effusion  was  treated  with  steroids  and 
effusion  recurred  when  dosage  of  steroids  was 
reduced.  The  steroids  were  continued  after  third 


Chest  film  on  5-17-67  shows  a normal  heart  shadow 
alter  dosage  of  steroids  was  increased  to  original 


attack  for  6 months.  He  has  had  no  further  re- 
currences up  to  the  present  time.  (Figs.  1,  2,  3 
and  4). 

Idiopathic  pericarditis  is  most  likely  a hyper- 
sensitivity or  autoimmune  reaction  to  injured 
pericardium  or  myocardium.  There  are  a variety 
of  foi  ms  of  pericarditis  which  have  the  same 
clinical  manifestations  as  idiopathic  pericarditis 
as  eg.  1)  post-pericardiectomy  syndrome  2)  post- 
infarction syndrome  3)  post-commisurotomy 
syndrome  4)  post-traumatic  syndrome.  All  may 
have  pneumonitis,  fever,  pleural  effusion  and 
respond  well  to  steroids.  Idiopathic  pericardial 
effusion  may  also  cause  constrictive  pericarditis 
or  tamponade. 

There  is  also  a “chronic”  idiopathic  pericar- 
dial effusion  which  may  exist  for  a long  period 
of  time  not  producing  any  symptoms;  it  is 
characterized  by  absence  of  specific  findings  in 
pericardial  tissue  or  fluid.  Idiopathic  pericardial 
effusion  should  be  diagnosed  only  after  all  lab- 
oratory and  clinical  investigations  have  failed 
to  find  cause  of  effusion.  Wood16  described  such 
effusion  unchanged  for  years. 

Viruses  may  also  cause  pericardial  effusion 
and  may  be  associated  with  influenza  A or  B, 
atypical  pneumonia,  infectious  mononucleosis, 
Coxsackie  Group  B,  mumps  and  type  8 ECHO. 
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Figure  5. 

Chest  film  on  2-11-63  shows  an  enlarged  heart,  lung 
fields  appear  clear. 
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Figure  6. 

Photograph  of  microscopical  slide  of  pericardial 
biopsy  shows  granulomatous  tissue  with  giant  cells. 

Van  Loon19  et  al.  described  5 patients  with 
virus  pericarditis  due  to  enteroviruses  but  only 
2 were  Coxsackie  virus  B.  All  patients  were 
males  aged  22-23;  they  had  chest  pain,  peri- 
cardial friction  rub  and  4 had  small  pleural 
effusions  as  seen  on  radiographs. 

Diagnosis  of  virus  pericarditis  should  be  made 
only  if  this  effusion  follows  a virus  infection  as 
eg.  infectious  mononucleosis,  mumps  and  def- 
inite clinical  findings  of  this  infection  should  be 


i 

Figure  7. 

Chest  film  on  11-13-63  shows  a definite  improvement 
after  repeated  aspirations  and  chemotherapy. 

present.  Laboratory  tests  should  be  positive  for 
isolation  of  virus  and  serology.  It  is  quite  pos- 
sible just  by  a better  method  of  virus  isolation 
many  cases  of  idiopathic  will  be  found  to  be  of 
virus  origin. 

Tuberculous  pericarditis  may  occur  at  any 
age  but  frequently  between  40-50  years,  more 
often  in  males  than  in  females.  It  may  be  asso- 
ciated with  other  forms  of  tuberculosis  or  may 
be  of  “primary”  origin.  In  “primary’  tuber- 
culous pericardial  effusion  no  obvious  evidence 
of  tuberculosis  in  body  is  found.  (Fig.  5).  How- 
ever, history  of  contact  with  tuberculosis,  posi- 
tive tuberculin  skin  test  may  be  present  and 
tubercle  bacilli  may  be  cultured  from  peri 
cardial  effusion.  Also  pericardial  biopsy  may 
show  typical  granulomatous  tissue  (Fig.  6)  and 
tubercle  bacilli  may  be  cultured.  In  our  series  of 
25  cases10  there  were  16  of  tuberculous  peri- 
cardial effusion;  7 associated  with  pulmonary 
tuberculosis,  one  with  tuberculosis  of  cervical 
glands  and  8 had  “primary”  pericardial  effusion. 
All  eight  patients  with  “primary”  tuberculous 
pericardial  effusion  had  positive  tuberculin  skin 
test,  3 had  pericardial  fluid  positive  for  tubercle 
bacilli  on  culture,  5 had  a history  of  contact 
with  tuberculosis  and  treatment  with  anti- 
tuberculous drugs  was  successful. 

Bacterial  pericarditis  is  rare  because  of  wide 
use  of  antibiotics.  It  may  develop  by  direct  ex- 
tension from  inflammatory  lesion  as  eg.  abscess 
from  neighboring  structures,  may  be  caused  by 
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direct  infection  as  in  stab  wound  or  may  develop 
by  hematogenous  spread. 

Differential  diagnosis: 

Cardiomegaly  of  any  kind  should  be  taken 
into  consideration. 

1.  Cardiomegaly  associated  with  heart  dis- 
eases. 

a)  Congenital  — acquired;  — valvular, 
myocardial,  endocardial. 

2.  a)  Large  heart  as  eg.  pernicious  anemia, 

myxedema,  beri  beri. 

b)  Cardiac  aneurysm,  tumors  and  others. 

3.  Pericardial  tumors  — primary,  secondary, 
cysts,  diverticulae. 

4.  Mediastinal  and  lung  tumors. 

Treatment: 

( specific 

Treatment  ( medical  j supportive 
( surgical 

In  idiopathic  pericarditis  bed  rest,  analgesics 
usually  given  to  control  pain.  Antibiotics  do  not 
have  beneficial  effect  on  the  course  of  non- 
specific idiopathic  pericarditis.  However,  if  pa- 
tient does  not  respond  to  treatment  with  anal- 
gesics, steroids  should  be  given. 

In  pericardial  effusion  due  to  a virus  infec- 
tion as  eg.  atypical  pneumonia,  treatment  of 
underlying  cause  is  essential. 

In  purulent  pericarditis  appropriate  anti- 
biotics should  be  given.  The  choice  of  antibiotic 
depends  on  sensitivity  tests.  However,  most 
cases  of  purulent  pericarditis  will  require  sur- 
gical treatment  as  pericardial  drainage  or  peri- 
cardiectomy  in  later  stages. 

Treatment  of  tuberculous  pericarditis  consists 
of  pericardial  aspiration,  chemotherapy  and 
non-specific  supportive  measures.  Anti-tuber- 
culous  chemotherapy,  isoniazid,  para-amino- 
salicylic  acid  and  streptomycin  should  be  started 
as  soon  as  possible.  Duration  of  treatment  de- 
pends on  whether  pericardial  effusion  is  asso- 
ciated with  other  forms  of  tuberculosis  or  not. 
The  length  of  chemotherapy  varies  according  to 
various  authors  but  3-5  years  of  chemotherapy 
is  advisable.  Spodick20  recommends  triple  using 
isoniazid,  streptomycin  and  para-aminosalicylic 
acid  for  one  year,  followed  by  two  drugs  for  a 
further  two  years.  However,  two  anti-tuber- 
culous  drugs  for  18-24  months  followed  by  ison- 
iazid for  a further  2-3  years  will  give  satisfac- 
tory result.  (Fig.  7).  Steroids  may  be  used  in 
tuberculous  pericardial  effusion  to  control  high 
fever  and  toxemia. 

In  pericardial  effusion  due  to  lupus  erythema- 
tosus, rheumatoid  arthritis,  steroids  have  been 
used  with  success. 


In  pericardial  effusion  due  to  fungus  infection 
appropriate  anti-fungal  drugs  as  eg.  in  histo- 
plasmosis, amphotericin  B,  or  in  actinomycosis 
penicillin  and  sulpha  drugs. 

In  pericardial  effusion  associated  with  other 
diseases  as  eg.  severe  anemia,  myxedema,  the 
treatment  of  underlying  cause  is  effective. 

Surgical  treatment  should  be  considered  in 
bacterial  pericardial  effusion,  tuberculous 
longer  than  6 weeks  duration  and  in  recurrent 
idiopathic  effusion.  Surgery  is  required  if  signs 
and  symptoms  of  cardiac  tamponade  or  constric- 
tive pericarditis  develop. 

Summary: 

1.  Incidence,  etiology,  clinical  manifestations 


of  pericardial  effusion  were  given. 

2.  Diagnosis,  differential  diagnosis  and  treat- 
ment of  common  forms  of  pericardial  ef- 
fusion were  briefly  discussed. 
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Pop's  Proverbs 

Read  Ecclesiastes,  chapter 
12  — It  may  give  you  food 
for  thought. 


The  Huron  District  Medical 
Society  has  elected  Wm.  R.  J. 

Kilpatrick,  M.D.,  Huron,  presi- 
dent of  the  society  for  1970. 
James  Monfore,  M.D.,  Miller, 
was  elected  vice  president  and 
Emil  Hofer,  M.D.,  Huron, 
secretary. 

❖ * * 

Brooks  Ranney,  M.D.  and 
Daryl  Stephenson,  M.D., 

Yankton,  spoke  to  students 
enrolled  in  the  Family  Life 
and  Human  Sexuality  project 
during  the  Yankton  College 
Interim. 


YOUR 

CONTRIBUTION 
TO  THE 

SOUTH  DAKOTA 
MEDICAL  SCHOOL 
ENDOWMENT 
FUND 
IS  NEEDED 


J.  S.  Devick,  M.D.,  Colton, 
was  honored  by  the  Colton 
Lions  Club  for  his  contribu- 
tions to  the  community. 

John  Hoskins,  M.D.,  Sioux 
Falls,  spoke  and  showed  slides 
of  his  recent  tour  of  duty  in 
Vietnam  at  the  meeting  of  the 
Sioux  Empire  Medical  Assist- 
ants. 


P.  K.  Aspaas,  M.D.,  Dell 
Rapids,  was  elected  president 
of  the  Sioux  Falls  District 
Medical  Society  for  1970. 
Other  officers  elected  include 
R.  B.  Leander,  M.D.,  Sioux 
Falls,  vice  president,  James 
Shaeffer,  M.D.,  Sioux  Falls, 
secretary,  and  R.  R.  Giebink, 
M.D.,  Sioux  Falls,  treasurer. 


This  car  was  contributed  to  the 
U 3 I)  School  of  Medicine  by; 

John  B.  fjrcqq.  M.  I).  Robert  II,  lUyes.  M.  1).  Warren  Jones.  N.  D. 

William  0.  Rrminq.  M.  I).  -4.  P.  Steele.  ML  1). 

Robert  K.  Van  Denwrk.  M.  D.  Thom;  It  Wilkockson.  M.  D. 

Laboratory  of  Clinical  Medicine.  Sioux  Fell;;  South  Dakota  State  Medical  Association 


' 


• C ' ,v  . 


Recently  clinical  members  of  the  faculty  of  the  Medical  School  plus  the 
Laboratory  of  Clinical  Medicine  and  the  South  Dakota  State  Medical 
Association  contributed  funds  sufficient  to  purchase  a new  car  which 
was  presented  to  the  University  of  South  Dakota  School  of  Medicine. 
Pictures  of  the  car  and  the  plaque  are  shown  above. 
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The  Black  Hills  District 
Medical  Society  elected  new 
officers  for  1970.  Those  elected 
are  Warren  Golliher,  M.D., 
Spearfish,  president;  George 
Angelos,  M.D.,  Hot  Springs, 
vice  president;  and  Russell 
Harris,  M.D.,  Rapid  City,  sec- 
retary. 

R.  H,  Quinn,  M.D.,  president 
of  the  South  Dakota  State 
Medical  Association,  made  his 
official  visitation  to  the  Black 


Hills  District  Medical  Society 
on  December  11,  the  Rosebud 
District  Medical  Society  on 
January  5,  the  Northwest  Dis- 
trict Medical  Society  and  the 
Pierre  District  Medical  So- 
ciety on  January  6 and  the 
Mitchell  District  Medical  So- 
ciety on  January  8.  Dr.  Quinn 
discussed  the  Regional  Med- 
ical Program,  Comprehensive 
Health  Planning  and  peer  re- 
view committees.  George 


Knabe,  Jr.,  M.D.,  Dean,  School  | 
of  Medicine,  also  visited  these 
districts  and  discussed  the 
crisis  in  medical  education  in 
South  Dakota. 

New  officers  for  1970  for  the 
Mitchell  District  Medical  So- 
ciety include  Donald  Wealh- 
erill,  M.D.,  president,  Floyd 
Gillis,  M.D.,  vice  president,  | 
and  Ernest  Schabauer,  M.D., 
secretary. 


ANNOUNCEMENT 

Ophthalmologists  and  otolaryngologists  are  in- 
vited to  attend  a luncheon  seminar  on  cryosur- 
gical procedures  in  E.E.N.T.  on  Sunday,  October 
4,  1970,  Dunes  Hotel,  Las  Vegas,  immediately 
preceding  the  opening  on  October  5,  of  the 
American  Academy  of  Ophthalmology  and  Oto- 
laryngology Annual  Meeting. 

The  speakers  on  the  section  of  Cryosurgery 
in  Ophthalmology  are:  Dr.  Charles  Schepens, 
Retina  Foundation,  Boston,  (Chairman)  “New 
Concepts  of  Retinal  Surgery”;  Dr.  Louis  Girard, 
Baylor  University,  Houston,  “Advances  in  the 
Management  of  Diseases  of  the  Cornea  and  the 
Vitreous”;  and  Dr.  Ramon  Castroviejo,  New 
York  University,  New  York,  “Keratoplasty  in 
Eyes  with  Cataracts.”  The  speakers  on  Cryo- 
surgery in  Otolaryngology  will  be  Dr.  Hans  von 
Leden,  (Chairman)  University  of  Southern 
California,  Los  Angeles,  “Cryosurgery  in  Oto- 
laryngology”; Dr.  Robert  Wolfson  and  Dr.  Roger 
Cutt,  University  of  Pennsylvania,  Philadelphia, 
“Cryosurgery  for  Meniere’s  Disease”;  and  Dr. 
Daniel  Miller,  Massachusetts  Eye  and  Ear  In- 
firmary, Boston,  “Cryosurgery  in  Treatment  of 
Recurrent  Cancer  of  the  Head  and  Neck.” 

For  information  write:  Secretary,  Society  for 

Cryosurgery  — 30  N.  Michigan  Avenue,  Chicago 
Illinois  60602.  s ’ 


FLUORIDATION  CUTS  DENTAL  COSTS 

Fluoridated  drinking  water  has  resulted  in  a 
60  percent  reduction  in  dental  care  costs.  A six- 
year  study  of  766  New  York  children  from  New- 
burgh, which  had  one  to  1.2  fluoride  parts  per 
million  gallons,  and  Kingston,  which  was 
fluoride-deficient,  revealed  that  41  percent  of 
the  Newburgh  children  had  no  caries,  while  only 
17  percent  of  the  Kingston  children  had  no 
caries. 


SMOKING  AND  HEARING  LOSS  RELATED 

Hearing  loss  in  men  aged  50  and  over  was 
found  to  be  significantly  higher  in  a group  of 
heavy  cigarette  smokers  than  in  nonsmokers 
and  light  smokers,  Dr.  William  Weiss  of  the 
Woman’s  Medical  College  of  Pennsylvania  told 
the  97th  meeting  of  the  American  Public  Health 
Association. 


AAP  SUPPORTS  SEX  EDUCATION 
PROGRAMS 

The  American  Academy  of  Pediatrics  has 
urged  pediatricians  to  support  family  life  and 
sex  education  programs.  A statement  by  the 
Academy’s  Committee  on  Youth  emphasizes  that 
pediatricians  must  make  every  effort  to  work 
through  parents,  support  public  school  officials, 
and  sponsor  and  participate  in  public  meetings 
which  discuss  the  content  and  goals  of  such  edu- 
cation programs.  “Pediatricians,  with  their  posi- 
tion of  acceptance  and  trust  in  the  community, 
have  an  unusual  opportunity  and  responsibility 
to  add  their  voices  in  support  and  direction  of 
family  life  and  sex  education  programs,”  the 
statement  said. 


EDUCATIONAL  COURSE  ANNOUNCEMENT 

A continuation  course  on  “Current  Practice  of 
Clinical  Electroencephalography”  will  be  held 
September  14-16,  1970,  in  Washington,  D.  C.  The 
course  is  designed  to  review  the  principal  appli- 
cations of  the  EEG  to  clinical  medical  practice, 
and  is  sponsored  by  the  American  Electro- 
encephalographic  Society. 

Inquiries  about  further  details  of  the  course 
or  registration  procedure  should  be  addressed 
to  Dr.  Donald  W.  Klass,  EEG  Course  Director, 
Mayo  Clinic,  Rochester,  Minnesota  55901. 
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CLINICOPATHOLOGICAL  CONFERENCE 

From  the  Intern  and  Resident  Teaching  Conferences  at  the  Sioux  Valley  Hospital  conducted  by 
the  Departments  of  Pathology  of  the  Hospital  and  of  the  School  of  Medicine 
of  the  University  of  South  Dakota 


JOHN  F.  BARLOW,  M.D.** 

Pathologist,  Editor 


DRS.  BERNARD  BEGLEY,  M.D. 
and  JOHN  OCHSNER,  M.D.* 

Urologists,  Discussers 


URINARY  CALCULI 


DR.  BARLOW:  Today  we  are  going  to  dis- 
cuss a common  but  often  neglected  topic 
urinary  calculi.  Since  there  was  an  excellent 
review  of  this  subject  in  the  American  Journal 
of  Medicine,  November,  1968,  I will  take  my 
material  from  there. 

There  are  many  theories  on  the  etiology  of 
urinary  calculi  but  a meaningful  hypothesis  is 
hard  to  find  which  is  not  highly  controversial. 
Lloyd  H.  Smith  has  given  the  following  table 
summarizing  some  of  the  known  factors. 

THE  PATHOGENESIS  OF  KIDNEY  STONES 

A.  Changes  which  increase  the  urinary  concen- 
tration of  constituent  crystalloids. 

1.  Reduction  in  urine  volume 

2.  Increased  excretion  of  calcium,  c\  stine, 
xanthine,  oxalate,  uric  acid,  ammonia. 

B.  Physiochemical  changes  conducive  to  stone 
formation  at  normal  concentrations  of  crys- 


talloids. 

PH 

Stone  Matrix 
Stasis 

Foreign  Bodies 


Presence  of  protective 
substances 

mg  + + , pyrophosphate 
Citrate,  inhibitor  peptides 
Other  normal 


constituents 


Theories  of  stone  formation  are  varied.  Three 
main  ones  stand  out  — 1.  Stone  formation  re- 


sults because  of  precipitation  about  an  organic 
matrix  which  acts  as  a nidus  for  stone  forma- 
tion. Increase  or  alteration  of  this  organic  ma- 
terial in  the  urine  leads  to  stone  formation.  2. 


Stones  result  from  crystallization  in  a super- 
saturated environment.  3.  There  is  encrustation 

^Urologists,  Sioux  Valley  Hospital  Clinical  Faculty, 
School  of  Medicine,  University  of  South  Dakota. 
**Pathologist  Sioux  Valley  Hospital,  Professor  of 
PathoK  School  of  Medicine,  University 
of  South  Dakota. 


of  calcium  and  mineral  on  the  renal  papillae. 
This  breaks  off  and  is  the  nidus  of  a renal  stone 


(Randall). 

The  laboratory  contributes  some  information 
to  the  clinician  by  analysis  of  stones.  In  the 
routine  hospital  laboratory  this  still  consists  of 
chemical  analysis.  Extensive  studies  utilizing 
x-ray  diffraction  and  polarizing  microscopy  have 
contributed  much  to  our  understanding  of  the 
structure  of  stones,  but  this  work  is  not  prac- 
tical for  the  routine  laboratory.  Chemical 
analysis  can  contribute  much  to  the  clinician. 
Calcium  is  the  major  constituent  of  90%  of  all 
kidney  stones  in  the  United  States.  The  follow- 
ing is  a table  of  the  composition  of  1.000  urinary 
calculi  based  on  the  work  of  Prien. 


Calcium  oxalate  (several  varieties)  32.7% 
Calcium  oxalate  (mixed  plus  apatite)  34.3% 
Apatite  (pure)  6A,° 

Triple  phosphate 

(ammonium  magnesium  phosphate 
with  or  without  apatite) 

Calcium  hydrogen  phosphate  dihydrate  1.9% 

Uric  acid 

Cystine  ■ '° 

Idiopathic  hypercalciuria  is  the  most  com- 
mon metabolic  derangement  found  in  associa- 
tion with  stones.  This  is  poorly  understood 
usually.  However,  several  known  factors  do 
cause  hypercalciuria.  Immobilization,  Paget  s 
disease  of  bone,  hyperparathyroidism,  excess 
ingestion  of  milk  or  alkali,  hypervitaminosis  D, 
hyperthyroidism  and  malignancy  metastatic  to 
bone  are  some  of  these.  It  is  often  said  that  5% 
of  stones  are  due  to  hyperparathyroidism.  This 
may  be  too  high  but  checking  the  calcium  and 
phosphorus  on  stone  formers  is  perhaps  the  best 
way  to  make  the  diagnosis  of  this  treatable  dis- 
ease before  irreversible  damage  occurs. 

We  know  that  calcium  oxalate,  uric  acid  and 
cystine  stones  form  in  an  acid  urine.  Triple  phos 
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phate  stones  usually  form  in  an  alkaline  urine 
often  secondary  to  infection  by  urea-splitting 
organisms. 

There  are  certain  special  disorders  leading  to 
stone  formation.  These  unfortunately,  do  not 
account  for  the  majority  of  stones. 

There  are  several  conditions  which  may  lead 
to  oxalate  stones  or  oxalate  deposition  in  the 
kidney.  One  is  excessive  ingestion  of  oxalate  or 
one  of  its  precursors  (glycolate,  ethylene  glycol). 
Another  is  pyridoxine  deficiency.  There  are  two 
rare  inborn  errors  of  metabolism  characterized 
by  multiple  oxalate  stones.  One  is  primary  hy- 
peroxaluria with  glycolic  aciduria.  These  pa- 
tients have  a deficiency  of  2 oxo-glutarate  (gly- 
oxytate  carboligase).  These  patients  have  a poor 
prognosis  with  early  uremia  and  death  in  child- 
hood due  to  oxalate  stones  and  oxalate  deposi- 
tion in  the  kidney.  A second  rare  form  of  hyper- 
oxaluria is  characterized  by  glyceric  aciduria. 
These  patients  have  oxalate  nephrolithiasis,  lack 
of  D-glyceric  dehydrogenase  but  have  a better 
prognosis. 

Uric  acid  calculi  are  estimated  at  5-10%  of 
all  urinary  calculi.  It  is  surprising  that  they  are 
not  more  frequent  because  man  lacks  uricase; 
an  enzyme,  possessed  by  other  animals,  which 
breaks  down  uric  acid,  a poorly  soluble  com- 
pound, to  allantoin,  a readily  soluble  compound. 
Man  excretes  the  sparingly  soluble  uric  acid 
which  forms  radiolucent  stones.  Several  entities 
predispose  to  uric  acid  lithiasis.  The  following 
table  from  Gutman  and  Yu  summarizes  these. 
Idiopathic  uric  acid  lithiasis 

1.  sporadic 

2.  genetically  transmitted 

Uric  acid  nephrolithiasis  associated  with  hy- 
peruricemia due  to 

1.  Inborn  errors  of  metabolism 

a.  primary  gout 

b.  Lesch-Nyhan.  syndrome 

c.  glycogen  storage  disease 

2.  Myeloproliferative  and  other  neoplastic 
diseases 

3.  Undetermined  causes 

Uric  acid  nephrolithiasis  associated  with  de- 
hydration due  to  excessive  extra  renal  loss  of 
water 

1.  By  way  of  the  skin 
2 By  way  of  the  gastrointestinal  tract 
Uric  acid  nephrolithiasis  associated  with  hy- 
peruricosuria  without  significant  hyperuri- 
cemia 

1.  Uricosuric  drugs 

2.  Overindulgence  in  purimes  and  proteins 

3.  Inherent  or  acquired  defect  in  tubular  re- 
absorption of  uric  acid. 

The  Lesch-Nyhan  syndrome  is  a rare  inborn 
error  of  childhood  which  is  characterized  by 
mental  retardation,  choreoathetosis,  an  extra- 
ordinary compulsion  for  self-mutilation  and 
marked  overproduction  of  uric  acid. 

Cystinuria  is  a condition  characterized  by  cys- 
tine stone  formation.  The  aminoaciduria  in- 


volves lysine,  ornithine,  orginine  as  well  as  cys- 
tine but  the  latter  is  insoluble  and  forms  urinary 
calculi.  The  disease  is  due  to  a renal  tubular 
defect  in  reabsorption.  The  disease  should  not 
be  confused  with  cystinosis,  a systemic  fatal 
inborn  error  leading  to  renal  failure.  Several 
varieties  of  cystinuria  can  be  defined  by  in  vitro 
transport  studies  in  the  gastrointestinal  tract. 

Last  a brief  mention  should  be  made  of  xan- 
thinuria which  is  an  inborn  error  due  to  lack  of 
xanthine  oxidase  which  converts  xanthine  to 
uric  acid.  Although  the  inborn  error  is  rare, 
the  same  condition  is  produced  iatrogenically 
by  allopurinol  (zyloprim).  Xanthine  stones  may, 
therefore,  become  more  common. 

DISCUSSION: 

DR.  BARLOW:  Dr.  McHardy,  would  you  like 
to  discuss  the  x-ray  diagnosis  of  urinary  calculi. 
DR.  BRYSON  McHARDY:  The  first  thing  I 
would  like  to  say  is  that  if  you  take  a stone  and 
take  an  x-ray  of  it  almost  all  of  them  will  cast 
a dense  radiographic  picture.  However,  many 
are  relatively  radiolucent  compared  to  the  sur- 
rounding tissue  when  you  x-ray  the  body  and 
therefore  you  don’t  see  them.  If  the  stone  has 
a lot  of  calcium,  you  will  see  it  and  if  it  doesn’t 
have  a lot  of  calcium,  you  won’t.  There  are  many 
confusing  shadows  that  you  see  on  x-rays  that 
make  you  wonder  whether  there  are  or  are  not 
renal  stones.  Gallstones  can  sometimes  overlie 
the  kidney  and  appear  like  renal  stones.  There 
are  phleboliths  which  frequently  appear  in  the 
pelvic  veins  and  mimic  ureteral  stones.  They 
have  a radiolucent  center  which  is  sometimes 
helpful  but  they  can  be  very  difficult  to  tell 
liom  stones.  Calcified  lymph  nodes  may  occur 
in  the  abdomen  and  can  be  confused  with  stones. 

I think  one  of  the  most  important  things  is  for 
both  the  radiologist  and  the  clinician  to  think 
of  the  possibility  of  renal  stone.  You  should  al- 
ways get  a plain  film  first  before  you  do  an 
intravenous  pyelogram  to  specifically  look  for 
the  stone  as  the  dye  may  confuse  the  issue.  The 
contrast  material  in  the  kidney  can  obscure  a 
stone.  The  contrast  material  in  the  ureter  can 
be  confused  with  a stone  on  some  films.  Kinking 
of  the  ureter  or  calyx  seen  on  end  filled  with 
dye  can  look  like  a stone.  Therefore,  the  pre- 
liminary film  is  very  important.  After  you  have 
gotten  your  preliminary  film,  I think  that  you 
should  do  an  intravenous  pyelogram.  There  are 
several  things  which  make  you  suspect  stone 
by  x-ray  examination.  First  of  all,  of  course,  is 
seeing  the  stone  as  we  have  mentioned.  You 
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may  see  a stone  completely  obstruct  the  ureter 
in  which  case  you  get  a nonfunction  on  one  side. 
Of  course,  you  cannot  tell  whether  it  is  a non- 
function due  to  an  obstructed  ureter  or  non- 
function due  to  some  vascular  problem  in  the 
kidney.  A delayed  film  will  frequently  show  a 
nephrogram  effect  with  an  obstructed  ureter. 
The  nephrogram  tells  you  that  the  vascular 
supply  is  intact  and  the  malfunction  is  due  to  an 
obstruction  of  the  ureter.  The  nephrogram 
effect  is  due  to  the  fact  that  the  first  dye  ex- 
creted is  due  to  glomerular  filtration;  later  tubu- 
lar excretion  occurs  and  a nephrogram  effect  is 
produced. 

You  may  not  see  a radiolucent  stone  as 
a defect.  One  help  is  to  see  a completely  filled 
ureter  in  several  different  films.  This  gives  the 
clue  as  to  the  fact  that  there  is  partial  obstruc- 
tion of  the  ureter  and  the  dye  is  being  held  up. 
Here  is  an  example  of  the  nephrogram  effect 
and  here  I am  showing  what  turned  out  to  be  a 
stone  in  the  pelvis.  These,  as  I say,  can  be  con- 
fused with  phleboliths  (x-rays  were  shown). 
*DR.  VINCENT  CUTSHALL:  What  is  a phle- 
bolith?  Is  the  calcification  in  the  wall? 

DR.  McHARDY:  Yes,  the  calcification  is  in  the 
wall.  These  are  more  common  in  females  and 
the  central  lucent  area  represents  the  lumen. 
DR.  BARLOW:  Thank  you,  Dr.  McHardy.  Dr. 
Begley,  would  you  like  to  say  a few  words  about 
how  these  patients  with  stone  present? 

DR.  BERNARD  BEGLEY:  The  symptomatic 
presentation  of  ureteral  calculi  is  one  of  the  most 
dramatic  of  the  diseases  we  see  but  the  x-ray 
diagnosis  can  be  a great  problem  and  therapeu- 
tically these  patients  can  be  some  of  the  most 
perplexing  that  one  sees.  Most  of  the  patients 
with  small  stones  usually  of  the  calcium  oxalate 
or  calcium  phosphate  variety  present  with 
colicky  intermittent  pain.  Characteristically 
they  cannot  relieve  the  pain  by  any  particular 
position.  Nausea  is  not  a common  symptom  and 
the  patient  rarely  has  nausea  or  vomiting  until 
after  he  gets  medication.  They  frequently  do  not 
have  any  fever.  The  pain  is  usually  located  in 
the  costovertebral  region  or  flank  with  anterior 
and  inferior  radiation  into  the  lower  abdomen 
and  into  the  genitalia  on  the  involved  side.  The 
patient  often  has  tenderness  in  the  costoverte- 
bral angle  and  involuntary  guarding  of  the  ab- 
domen. They  may  develop  an  ileus  after  a while 
with  decreased  bowel  sounds  and  some  disten- 
tion of  the  bowel.  The  urinary  sediment  in  just 
about  all  of  these  patients  will  show  microscopic 
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hematuria.  Patients  with  calcium  oxalate  stones 
and  uric  acid  stones  frequently  show  crystallin- 
uria.  Many  of  the  points  in  the  x-ray  diagnosis 
have  already  been  discussed.  However,  I would 
like  to  emphasize  again  the  delayed  film  in 
order  to  obtain  the  nephrogram  effect.  I think 
that  the  term  nonfunctioning  kidney  is  a mis- 
nomer and  I think  that  if  you  get  delayed  films 
even  up  to  24  hours  you  will  see  excretion  of 
contrast  media.  The  failure  to  get  the  delayed 
films  is  one  of  the  problems  I most  frequently 
run  into  in  referrals  in  patients  with  stones. 
DR.  BARLOW:  Do  you  feel  that  the  absence  of 
red  cells  in  the  urinary  sediment  rules  out  a 
stone  in  a patient  with  an  acute  abdomen? 

DR.  BEGLEY:  I would  say  that  almost  all  pa- 
tients with  stones  should  have  microscopic 
hematuria.  Judging  from  stones  that  I have 
seen  with  their  jagged  irregular  edges,  I find 
it  hard  to  believe  that  these  patients  do  not  all 
pass  red  cells. 

*DR.  FROST:  Well,  can’t  the  ureter  be  com- 
pletely blocked  so  that  the  red  cells  are  not 
getting  into  the  urine? 

DR.  BEGLEY:  I feel  that  actually  the  red  cells 
and  urine  do  get  by  the  blockage  which  is  more 
apparent  on  IVP  than  real.  This  is  what  I was 
talking  about  before  when  I said  the  term  non- 
functioning kidney  with  an  obstruction  was  a 
misnomer  (urine  is  getting  by  the  stone).  I think 
you  also  have  to  realize  that  no  lab  test  is  in- 
fallible and  the  red  cells  may  well  be  missed 
by  the  girls  in  the  laboratory.  I will  say  that  I 
don’t  always  pay  close  attention  to  microscopic 
hematuria  because  by  the  time  I see  the  patient 
the  diagnosis  of  urinary  calculus  has  already 
been  made.  It  is  a more  important  diagnostic 
criterion  to  someone  who  is  seeing  the  patient 
for  the  first  time. 

DR.  OCHSNER:  I might  mention  that  patients 
with  acute  appendicitis  often  have  red  blood 
cells  in  the  urine  so  that,  as  a diagnostic  test, 
microscopic  hematuria  is  not  always  completely 
reliable  in  indicating  ureteral  calculi.  I think 
that  the  clinical  picture  and  physical  examina- 
tion tend  to  be  more  important  than  the  urin- 
alysis. 

DR.  FROST:  Do  you  centrifuge  all  urinary  sedi- 
ments? 

DR.  BARLOW:  Yes,  I think  that  all  urinary 
sediments  should  be  centrifuged  to  look  for 
microscopic  hematuria,  casts,  and  white  cells. 
The  unspun  urines  seldom  give  positive  findings 

* General  Practitioner,  Sioux  Valley  Hospital. 


MARCH  1970 


29 


even  in  a patient  who  does  have  an  increased 
cellular  or  cast  component  in  his  urine. 

DR.  V INCENT  CUTSHALL:  We  have  many  pa- 
tients who  have  the  history  of  stones  but  when 
you  get  them  in  and  work  them  up  no  stone  is 
ever  found  in  spite  of  the  fact  that  the  urine  is 
carefully  strained  in  each  voiding. 

DR.  BEGLEY:  I feel  that  many  of  these  patients 
pass  their  stone.  I also  might  point  out  here  that 
stones  are  heavier  than  urine  and  sink  to  the 
bottom  of  the  pan  and  I have  seen  many  cases 
in  which  the  nurse’s  aid  has  strained  the  urine 
and  you  can  look  in  the  bed  pan  and  there  is  a 
stone  lying  in  the  bottom  of  the  pan.  I think  you 
should  find  the  stone  if  you’re  careful  about  90% 
of  the  time.  I also  might  add  that  crystallinuria 
from  patients  with  various  blood  malignancies 
may  give  you  severe  hematuria  on  occasion  and 
there  may  be  no  stone  as  such.  I want  to  em- 
phasize again  though  that  it  is  very  easy  to  de- 
cant the  urine  and  leave  the  stone  in  the  urinal. 

I have  seen  this  several  times. 

DR.  VINCENT  CUTSHALL:  I would  like  to 
mention  a patient  of  mine  while  we’re  talking 
about  crystallinuria.  I have  a patient  that  I’m 
treating  for  a lymphoma  with  cyclophosphanide. 
The  patient  is  having  a rapid  response  and  I 
got  an  urgent  call  from  the  laboratory  that  the 
uric  acid  was  42  mg%.  Allopurinol  (Zyloprim) 
should  now  prevent  any  further  problem  in  a pa- 
tient like  this.  I am  just  pointing  out  the  tre- 
mendous quantities  of  uric  acid  level  that  may 
be  present  in  these  patients  with  lymphoma  or 
myeloproliferative  disease,  especially  with 
therapy  as  Dr.  Barlow  mentioned. 

DR.  BEGLEY:  I would  also  like  to  point  out  a 
very  important  problem  in  the  formation  of 
stone  and  this  is  immobilization.  When  a patient 
is  immobilized  in  a cast  or  for  any  reason,  there 
is  hypercalciuria.  The  stone  may  form  soon  but 
it  may  even  take  three  or  four  months  before 
the  patient  has  symptoms  from  this  stone.  I have 
seen  an  excellent  example  of  this  on  x-rays  in  a 
patient  who  fractured  his  vertebra.  You  could 
see  the  stone  forming  soon  after  immobilization 
and  he  did  not  have  symptoms  for  several 
months  later.  I also  might  add  that  it  may  take 
a long  while  for  the  stone  to  pass.  I had  one  pa- 
tient in  whom  we  are  waiting  for  a stone  to  pass 
for  some  months  and  then  he  finally  lost  it  on  a 
fishing  trip  when  he  urinated  into  the  gravel. 

DR.  BARLOW:  Dr.  Ochsner,  would  you  discuss 
some  of  the  medical  measures  that  can  be  taken 
in  treating  patients  with  stones. 

DR.  OCHSNER:  The  non-surgical  treatment  of 
urinary  calculus  disease,  unfortunately,  is  often 


best  with  those  stones  that  you  see  the  least.  At 
the  Minneapolis  Veterans  Hospital  we  had  sev- 1 
eral  patients  with  cystine  stones  due  to  con- 
genital cystinuria.  These  calculi  are  dense  and 
therefore  often  radiolucent  on  x-ray.  The  pa- 
tient with  cystine  stones  is  otherwise  normal 
except  for  aminoaciduria.  You  have  to  be  on  the 
lookout  for  this  disease  and  it  requires  a simple 
urine  test.  This  is  a simple  qualitative  urine  test 
for  cystine.  I do  not  feel  that  this  test  is  done 
often  enough.  Cystine  calculus  disease  is  one 
that  can  be  well  treated.  There  have  been  re- 
ports that  cystine  stones  can  be  dissolved  under 
appropriate  treatment.  I have  had  no  personal 
experience  of  this  occurring  but  with  the  present 
use  of  dl-penicillamine  it  is  possible. 

Alkalinization  of  the  urine  has  been  used  in 
the  treatment  of  cystine  calculus  disease  but  it 
is  not  too  effective.  I do  not  have  much  exper- 
ience in  the  use  of  high  methionine  diets.  This 
is  a controversial  topic.  The  one  effective  treat- 
ment is  the  use  of  dl-penicillamine;  and,  at 
least,  for  a period  of  time  associated  alkaliniza- 
tion of  the  urine.  Dl-penicillamine  is  not  an  in- 
nocuous drug  to  use.  There  is  often  a maculo- 
papular  rash  that  may  be  very  troublesome. 
More  serious  side  effects  such  as  serum  sickness 
can  develop.  One  follows  the  effectiveness  of  the 
penicillamine  therapy  with  periodic  qualitative 
urine  test  for  cystine. 

DR.  BARLOW:  I have  a list  of  the  reactions  to 
penicillamine: 

Reactions  to  Penicillamine 

A.  Rash 

B.  Fever,  arthralgia,  lymphadenopathy 
(serum  sickness) 

C.  Proteinuria  leading  to  nephrotic  true  syn- 
drome 

D.  Granulocytopenia 

E.  Thrombocytosis 

F.  Eosinophilia 

G.  Epidermolysis  bullosa 

H.  Loss  of  taste 

DR.  OCHSNER:  There  is  one  that  you  did  not 
mention.  With  the  use  of  dl-penicillamine  there 
can  be  interference  with  iron  absorption  and 
iron  deficiency  anemia  can  appear,  particularly 
in  children. 

Another  stone  which  is  more  commonly  seen 
than  cystine  stones  is  the  uric  acid  calculus. 
Uric  acid  calculi  are  usually  noted  in  acid  urine 
and  the  larger  stones  are,  of  course,  radiolucent. 

I think  that  the  whole  treatment  of  uric  acid 
stones  is  going  to  be  revolutionized  with 
the  introduction  of  allopurinol  (Zyloprim).  Sev- 
eral years  ago  in  a review  from  Israel,  where 
uric  acid  stones  are  quite  common,  the  only 
effective  therapy  was  that  of  forced  fluid.  Now 
with  allopurinol  I feel  that  there  will  be  far 


30 


SOUTH  DAKOTA 


better  success  in  handling  such  patients.  Of 
course,  forcing  fluid  is  important  in  patients 
with  calculus  disease,  also. 

DR.  CUTSHALL:  I would  like  to  ask  a question 
if  I may.  After  you  have  a patient  who  has 
passed  a stone  and  you  may  or  may  not  have 
the  stone  analysis,  what  should  the  follow-up 
be  in  these  patients?  How  common  are  second 
stones?  What  about  the  ordinary  calcium 
oxalate  stone  and  other  more  common  varieties? 
DR.  BEGLEY:  I think  it  depends  on  what  the 
analysis  shows  and  on  several  other  factors.  I 
think  if  you  have  lost  the  stones  or  not  recovered 
them  a few  facts  and  history  are  important.  Find 
out  if  the  patient  has  a family  history  of  stones. 
Did  the  father  have  stones?  Did  the  grandfather 
have  stones?  You  are  mainly  looking  here  for 
cystine  stones  and  uric  acid  stones.  These  con- 
ditions can  be  treated  as  Dr.  Ochsner  pointed 
out. 

I think  another  historical  point  is  did  the 
patient  have  a long  period  of  immobilization? 
This  is  usually  3-6  weeks.  I have  seen  stones 
formed  after  immobilization  of  10  days.  Often 
these  patients  are  not  drinking  adequate 
amounts  of  fluid  and  not  urinating  properly  and 
have  to  be  catheterized.  Infection  is  thus  in- 
troduced usually  by  gram  negative  organisms. 
Many  of  these  are  urea-splitters.  This  in  turn 
produces  an  alkaline  urine  and  stones  are  pro- 
duced particularly  in  the  bladder. 

In  addition  to  trying  to  prevent  infection  in 
patients,  I think  that  there  is  one  more  import- 
ant thing  in  the  prevention  of  stones  and  that  is 
the  forcing  of  fluids.  I feel  that  this  should  be 
carefully  monitored.  Don’t  just  write  an  order 
to  force  fluids!  I think  that  a careful  intake  and 
output  should  be  done.  If  the  patient  is  on  an 
out-patient  basis  what  I do  is  to  have  the  pa- 
tient fill  up  three  milk  bottles  of  water  and  put 
it  in  the  refrigerator.  I tell  the  husband  or  wife 
to  make  sure  that  they  finish  that  each  day.  If 
they  have  a glass  of  milk  they  can  subtract  that 
from  the  fluid  intake.  This  is  one  thing  that  we 
can  do  to  prevent  stones  — to  keep  forcing  fluids 
into  the  patient. 

DR.  CUTSHALL:  Alkalinization  of  the  urine 
has  been  mentioned.  What  do  you  use? 

DR.  OCHSNER:  I use  bicarbonate  powder 
to  alkalinize  the  urine,  usually  V2-I  tsp.  3 or 
4 times  a day  which  raises  the  pH  of  the 
urine  to  the  level  you  wish  to  obtain.  It  is  dif- 
ficult, however,  to  keep  the  patient  on  such 
therapy  for  long  periods  of  time.  I think  that 
it  is  a particular  help  in  an  acute  phase  and  for 
short  term  therapy.  Sodium  retention  is  often  a 


problem  in  elderly  patients  on  such  a regimen. 
DR.  FROST:  Is  there  any  place  for  withholding 
dairy  products  in  patients  that  pass  calcium 
stones? 

DR.  BEGLEY:  I think  that  unless  the  patient  is 
the  kind  who  eats  a quart  of  ice  cream  a day  or 
three  or  four  quarts  of  milk  a day  there  is  not 
much  use  in  trying  to  severely  limit  the  dairy 
product  intake.  The  difference  between  what 
we  ingest  in  the  way  of  calcium  and  phosphorus 
and  what  is  actually  absorbed  and  excreted  is 
very  great.  I have  found  the  use  of  the  alkaline 
ash  diet  to  produce  an  alkaline  urine  is  some- 
what satisfactory  in  some  patients  but  the  old 
acid  ash  diet  is  worthless.  Moderation  in  the  use 
of  dairy  products  in  people  who  have  had  stones 
is  probably  indicated  but  I don’t  think  that  the 
patient  should  become  a non-user. 

DR.  CUTSHALL:  Do  stones  actually  perforate 
the  ureter? 

DR.  BEGLEY:  No,  this  is  very  rare.  Of  course, 
if  we  get  to  discuss  the  surgical  treatment  of 
stones,  manipulation  can  often  cause  perforation 
of  the  ureter. 

*DR.  OHRT:  How  about  dissolving  stones? 

DR.  BEGLEY:  There  used  to  be  a drug  Rena- 
cidin  which  was  effective  because  it  bound  cal- 
cium in  a complex  ion  which  is  soluble.  A calcium 
containing  stone  bathed  in  Renacidin  would  de- 
crease in  size  and  conceivably  dissolve.  Un- 
fortunately, this  drug  could  only  be  used 
topically.  It  is  excellent  in  preventing  bladder 
stones  in  patients  with  indwelling  catheters.  Its 
use  in  the  kidney  is  hampered  by  technical  dif- 
ficulties of  bathing  the  stone  in  the  Renacidin. 
The  drug  is  not  effective  by  mouth.  I have  seen 
two  instances  of  decrease  in  the  size  of  cystine 
stones  with  a good  alkalinizing  regime  but  this 
is  rare.  We  have  yet  to  find  a substance  taken 
by  mouth  that  will  dissolve  stones. 

DR.  BARLOW:  This  has  been  an  interesting 
discussion  shedding  some  light  on  a frequent 
clinical  condition. 
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Physician  Employed  by  Clinic  or  Another 
Physician 

It  is  not  unethical  in  itself  for  a physician  to 
accept  part-time  employment  under  another 
physician  or  in  a clinic.  The  physician  so  em- 
ployed and  his  employer  must  observe,  however, 
all  Principles  of  Medical  Ethics  in  their  relation- 
ship with  each  other  and  with  their  patients. 

(Judicial  Council,  1957). 

* * * 

Rental  of  Space  as  Pharmacy  on  Percentage  of 
Income  Basis  Unethical 

The  rental  of  space  by  a physician  or  group 
of  physicians  as  a pharmacy  should  be  a fixed 
one.  Were  the  rental  to  be  based  on  the  amount 
of  business,  it  might  well  be  argued,  and  indeed 
be  the  case,  that  fee  splitting  existed.  In  ad- 
dition, the  temptation  would  be  ever  present 
for  the  doctor-owner  to  encourage  patients  to 
take  their  prescriptions  to  that  pharmacy.  The 
evils  inherent  in  such  practice  are  too  obvious 
to  be  mentioned.  (Judicial  Council,  1960). 

He  Hs  ^ 

Form  of  Prescription  Blanks 

It  is  unethical  for  physicians  to  use  prescrip- 
tion blanks  with  the  name  of  a pharmacy  printed 

thereon.  (Judicial  Council,  1964). 

* * * 

Consultations  Should  Be  Encouraged 

In  a case  of  serious  illness,  especially  in  doubt- 
ful or  difficult  conditions,  the  physician  should 
request  consultations.  (Principles  of  Medical 
Ethics,  1955  edition,  Chapter  V,  Section  2). 

Hearing  Ordered  on  Effect  of  Tranquilizers 

A prisoner’s  motion  to  vacate  his  sentence  for 
unlawful  possession  of  narcotics  should  not  have 
been  dismissed  without  a hearing  on  his  alleged 
mental  incompetency,  the  Colorado  Supreme 
Court  ruled.  The  prisoner  was  entitled  to  a hear- 
ing on  his  allegation  that,  at  the  time  of  entering 
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the  plea  of  guilty  on  which  his  conviction  was 
based,  he  was  mentally  incompetent  because  of 
tranquilizers  that  were  administered  to  him  in 
jail  in  connection  with  his  treatment  for  narcotic 
addiction.  If  he  could  show  that  when  he  entered 
the  plea  he  was  under  the  influence  of  the  tran- 
quilizers, to  the  extent  that  the  plea  was  not  a 
free  and  voluntary  act,  he  would  be  entitled  to 
withdraw  the  plea  and  go  to  trial  on  a not-guilty 
plea,  particularly  since  he  also  alleged  that  he 
had  a valid  defense  to  the  charges  against  him. 

Von  Pickrell  v.  People  of  the  State  of  Colo- 
rado, 431  P.  2d  1003  (Colo,  Oct.  2,  1967). 

No  Negligence  in  Burn  Treatment 

A physician  was  entitled  to  a directed  verdict 
in  a patient’s  suit  alleging  negligent  treatment 
of  his  severely  burned  leg,  the  Kentucky  Court 
of  Appeals  ruled.  The  evidence  presented  by 
the  patient  was  not  sufficient  to  create  a jury 
issue  as  to  negligence  on  the  physician’s  part.  , 

The  physician’s  treatment  of  the  patient  s 
burned  right  leg  involved  transplanting  some 
skin  from  his  left  leg.  Both  legs  became  infected 
and  did  not  heal  for  a long  time. 

The  patient  presented  no  expert  medical 
testimony  that  the  physician  failed  in  any 
respect  to  meet  the  applicable  standards  of  care. 
In  fact,  the  patient’s  only  expert  witness  testi- 
fied that  the  physician  conformed  in  every  re- 
spect to  the  applicable  standards  of  knowledge, 
skill,  diligence,  and  care.  The  general  knowledge 
of  laymen  is  not  sufficient  to  enable  them  to 
“recognize”  that,  in  treating  severe  burns  and 
making  transplants,  infection  and  slow  healing 
are  the  results  of  negligence. 

No  inference  of  negligence  could  be  drawn 
from  the  fact  that  the  left  leg  as  well  as  the 
right  leg  became  infected.  The  presence  of  an 
infection  after  an  operation  or  in  an  area  under 
treatment  is  not  prima  facie  evidence  of  neg- 
ligence. — Harmon  v.  Rust,  420  S.W.  2d  563  (Ky, 
Nov.  3,  1967). 
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The  89th  Congress  produced  26  health  enact- 
ments, which  is  an  all-time  record.  The  leaders 
of  organized  medicine  always  have  been  in- 
terested in  health  legislation.  However,  recent 
advances  in  medical  science,  rapid  changes  in 
the  health  care  expectations  of  society,  the  in- 
creasing cost  of  medical  care,  and  bold,  new 
laws  which  relate  to  health  care  planning  and 
delivery  make  it  imperative  that  all  physicians 
be  aware  of  the  essential  features  of  major 
health  laws  which  are  likely  to  affect  the  health 
of  the  patients  and  the  communities  they  serve. 
Regional  Medical  Programs  (RMP)  and  Com- 
prehensive Health  Planning  (CHP)  are  two  new 
programs  with  which  practicing  physicians 
should  become  acquainted.  Since  RMP  and  CHP 
have  some  common  goals  and  since  many 
thoughtful  people  believe  these  two  programs 
may  merge  in  the  near  future,  the  purpose  of 
this  paper  is  to  compare  RMP  with  CHP. 

Authorizations  of  the  Laws 

Public  Law  89-239,  the  Heart  Disease,  Cancer, 
and  Stroke  Amendments  enacted  in  October, 
1965,  and  P.L.  90-574,  the  Public  Health  Service 
Act  Amendments  enacted  in  October,  1968, 
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authorized  grants  to  assist  in  the  planning, 
establishment,  and  operation  of  Regional  Med- 
ical Programs  to  facilitate  the  wider  availability 
of  the  latest  advances  in  care  of  patients  afflicted 
with  heart  disease,  cancer,  stroke  and  related 
diseases.1 

Public  Law  89-749,  the  Comprehensive  Health 
Planning  and  Public  Health  Service  Amend- 
ments enacted  in  November,  1966,  and  P.L.  90- 
174,  the  Partnership  for  Health  Amendments 
enacted  in  December,  1967,  establish  mechan- 
isms for  comprehensive  areawide  and  Statewide 
health  planning,  training  of  planners,  and 
evaluation  and  development  efforts  to  improve 
the  planning  art.2 

Purposes  of  the  Laws 

The  purpose  of  RMP  is,  “To  afford  to  the 
medical  profession  and  the  medical  institutions 
of  the  Nation,  through  . . . cooperative  arrange- 
ments, the  opportunity  of  making  available  to 
their  patients  the  latest  advances  in  the  diag- 
nosis and  treatment  of  heart  disease,  cancer, 
stroke  and  related  diseases  . . . The  process 
for  achieving  this  purpose  is  to  establish  re- 
gional cooperative  arrangements  among  science, 
education  and  service  resources  for  health  care. 
The  RMP  provides  for  research  and  training,  in- 
cluding continuing  education  as  well  as  related 
demonstrations  of  patient  care.  The  RMP  laws 
focus  on  the  cooperative  involvement  of  uni- 
versity medical  centers,  hospitals,  practicing 
physicians,  other  health  professions,  and  volun- 
tary and  official  health  agencies  in  seeking 


ways  to  build  effective  linkages  between  the 
development  of  new  knowledge  and  its  ap- 
plication to  the  problems  of  patients.  These  laws 
provide  flexible  mechanisms  which  emphasize 
the  exercise  of  initiative  and  responsibility  at 
the  regional  level  in  identifying  problems  and 
opportunities  in  seeking  these  objectives  and  in 
developing  specific  action  steps  to  overcome 
the  problems  and  exploit  the  opportunities.  The 
law  is  atypically  brief  but  grants  wide  discre- 
tionary powers  of  interpretation  and  imple- 
mentation. 

The  purposes  of  CHP  are:  to  establish  com- 
prehensive planning  for  health  services,  health 
manpower,  and  health  facilities  essential  at 
every  level  of  government;  to  strengthen  the 
leadership  and  capabilities  of  State  health  agen- 
cies; and  to  broaden  and  make  more  flexible 
Federal  support  of  health  services  provided 
people  in  their  communities.  These  objectives 
are  to  be  attained  through,  “An  effective  part- 
nership, involving  close  intergovernmental  col- 
laboration, official  and  voluntary  efforts,  and 
participation  of  individuals  and  organizations.” 
CHP  established  for  the  first  time  a mechanism 
to  relate  varied  planning  and  health  programs 
to  each  other  and  to  efforts  in  achievement  of  a 
total  health  purpose. 

CHP  has  five  major  components  listed  under 
Section  314:  (a)  grants  to  States  for  comprehen- 
sive health  planning  ....  the  Governor  must 
designate  a single  State  health  planning  agency, 
usually  located  in  either  the  Governor’s  Office 
or  the  State  Health  Department  ....  this  agency 
develops  the  so-called  "Stale  plan;"  (b)  project 
grants  for  areawide  health  planning  which  are 
made  to  either  a public  or  a nonprofit  private 
agency  to  develop  comprehensive  health  plan- 
ning for  a region  or  metropolitan  area  .... 
these  regions  or  multicounty  units  should  be 
compatible  with  the  State  plan  for  dividing  the 
State  into  regions;  (c)  project  grants  for  training, 
studies,  and  demonstrations  which  will  improve 
health  planning  throughout  the  Nation;  (d) 
grants  for  comprehensive  public  health  services 
made  to  State  public  health  and  mental  health 
authorities  ....  these  funds  represent  block 
grants  rather  than  the  categorical  disease  grants 
formerly  made  to  the  State  by  the  Federal  gov- 
ernment to  support  public  health  programs  .... 
the  funds  should  be  spent  according  to  the  State 
plan  listed  in  (a);  (e)  project  grants  for  health 
services  development  to  assist  in  starting  new 
programs  or  to  provide  services  for  health 
programs  of  limited  geographical  or  specialized 
significance  ....  currently  most  funds  for  (e) 
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projects  have  been  used  to  supplement  ongoing 
public  health  programs,  such  as  tuberculosis 
control  and  rat  control  programs  — again,  (e) 
projects  must  fit  into  the  State  plan  (a).  One 
feature  of  314  (a)  and  (b)  grants  is  the  estab- 
lishment of  a Health  Planning  Council  which 
shall  include  representatives  of  governmental 
and  nongovernmental  organizations  and  groups 
concerned  with  health  (providers)  and  con- 
sumers of  health  services.  The  majority  of  mem- 
bers should  be  consumers. 

Comparison  of  RMP  vs.  CHP 
Both  RMP  and  CHP  provide  signal  oppor- 
tunities to  improve  the  health  care  for  the 
American  people.  They  are  potentially  com- 
patible with  other  Federal  grant  programs,  for 
example,  community  mental  health  centers, 
migrant  health  programs,  air  pollution  control, 
programs  for  the  training  of  health  manpower, 
the  medical  programs  of  the  Social  and  Re- 
habilitation Services,  and  State  and  local  health 
programs.  In  the  States  and  communities,  both 
RMP  and  CHP  can  provide  a vehicle  for  effec- 
tive interaction  among  all  health  programs. 
Both  programs  recognize  the  diversity  of  health 
problems  in  the  various  States  and  that  the 
specific  relationships  between  and  among  pro- 
grams are  better  worked  out  at  State,  regional 
■ and  local  levels  rather  than  through  a specific 
Federal  mandate.  These  programs  are  comple- 
mentary, but  this  has  not  been  demonstrated  by 
implementation.  Rather  RMP  and  CHP  thus 
far  indicate  a pattern  of  conflict,  duplication 
and  improper  competition.  There  are  a number 
of  reasons  for  this  and  yet  there  are  major  ele- 
ments in  these  Public  Laws  that  provide  for  a 
complementary  relationship.  A comparison  of 
RMP  with  CHP  follows: 

Scope 

RMP  is  to  identify  regional  needs  and 
resources  relating  to  heart  disease,  cancer, 
stroke,  and  related  diseases  and  to  develop 
regional  medical  programs  which  utilize 
regional  cooperative  arrangements  to  apply 
and  strengthen  resources  to  meet  the  needs 
in  making  more  widely  available  the  latest 
advances  in  diagnosis  and  treatment  of 
these  diseases. 

CHP  is  to  establish  a planning  process  to 
achieve  Comprehensive  Health  Planning  on 
a State-wide  basis  which  identifies  health 
problems  within  the  State,  sets  health  ob- 
jectives directed  toward  improving  the 
availability  of  health  services,  identifies 
existing  resources  and  resource  needs,  re- 
lates the  activities  of  other  planning  and 


health  programs  to  the  meeting  of  these 
health  objectives,  and  provides  assistance  to 
State  and  local  officials,  to  private  volun- 
tary health  organizations  and  institutions, 
and  to  other  programs  supported  by  Public 
Health  Service  grant  funds  in  achieving  the 
more  effective  allocation  of  resources  in  ac- 
complishing the  objectives. 

Participants 

RMP  participants  include  university  med- 
ical centers,  hospitals,  practicing  physicians, 
other  health  professions,  voluntary  and  pub- 
lic health  agencies,  and  members  of  the  con- 
sumer public.  A Regional  Advisory  Group 
representing  these  interests  must  approve 
any  application  for  operational  activities  of 
the  RMP. 

CHP  requires  the  Governor  to  designate 
a State  agency  for  health  planning.  The 
State  Advisory  Council  advises  on  the  plan- 
ning process.  The  Council  must  include  a 
majority  of  consumer  representation.  Mem- 
bership also  includes  voluntary  groups, 
health  practitioners,  public  agencies,  general 
planning  agencies,  and  universities. 

The  Process 

RMP  establishes  cooperative  arrange- 
ments among  science,  education,  and  serv- 
ice resources;  assesses  health  needs  and 
resources;  develops  pilot  and  demonstra- 
tion projects,  emphasizing  the  flow  of 
knowledge  in  uplifting  the  cooperative 
capabilities  for  diagnosis  and  care  of  pa- 
tients with  heart  disease,  cancer,  stroke,  and 
related  diseases;  relates  research,  training, 
and  service  activities;  develops  effective 
continuing  education  programs  in  relation 
to  other  operational  activities;  and  develops 
mechanisms  for  evaluating  the  effectiveness 
of  efforts  in  the  provision  of  imnroved  serv- 
ices to  patients  with  heart  disease,  cancer, 
stroke  and  related  diseases. 

CHP  establishes  State  and  areawide 
health  goals;  defines  total  health  needs  of 
all  people  and  communities  within  area 
served  for  meeting  health  goals;  identifies 
relationships  among  various  local,  State,  na- 
tional, governmental  and  voluntary  pro- 
grams, regional  medical  programs,  mental 
health,  health  facilities,  manpower,  and 
Medicare  — so  that  these  programs  can  be 
assisted  in  making  a more  effective  impact 
with  their  resources;  provides  information, 
analyses,  and  recommendations  which  can 
serve  as  a basis  for  the  Governor,  other 
health  programs  and  communities  to  make 
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more  effective  allocations  of  resources  in 
meeting  health  goals;  provides  a focus  for 
interrelating  health  planning  with  planning 
for  education,  welfare  and  community  de- 
velopment; strengthens  planning,  evalua- 
tion, and  service  capacities  of  all  par- 
ticipants in  the  health  endeavor;  provides 
support  for  the  initiation  and  integration  of 
development  and  pilot  projects  for  better 
delivery  of  health  services;  and  develops 
plans  for  targeting  flexible  formula  and  pro- 
ject grants  at  problems  and  gaps  identified 
by  the  planning  process. 

Discussion 

It  is  obvious  from  the  foregoing  comparison  of 
RMP  and  CHP  that  there  are  many  similarities 
between  these  two  programs.  However,  if  con- 
tinued in  their  uncoordinated  present  form, 
RMP  and  CHP  will  lead  to  duplication  of  pro- 
grams, wasteful  use  of  funds,  unhealthy  com- 
petition for  the  limited  number  of  trained  health 
planning  personnel,  and  dissipation  of  meaning- 
ful health  planning  and  implementation.  Both 
RMP  and  CHP  are  interested  in  continuing  edu- 
cation of  health  workers,  increasing  health  man- 
power, identifying  major  health  needs,  and  con- 
trolling chronic  diseases.  There  is  a marked  sim- 
ilarity between  CHP,  Section  314  (e)  project 
grants  and  the  general  authority  of  RMP  to 
provide  grants  to  develop  demonstrations,  pro- 
grams, and  services.  The  big  difference  is  that 
RMP  sets  its  own  priorities  which  do  not  have 
to  correspond  to  the  priorities  listed  in  the 
CHP  State  plan. 

Since  RMP  had  a year  or  so  start  on  CHP,  it 
was  able  to  employ  a majority  of  the  available, 
trained,  community  health  planners  and  admin- 
istrators. RMP  was  at  a considerable  advantage 
by  not  being  an  official  state  government  pro- 
gram and  it  was  able  to  offer  excellent  salaries 
for  its  employees.  On  the  other  hand,  employees 
of  CHP  are  limited  by  state  personnel  employ- 
ment practices.  RMP  enjoyed  another  advan- 
tage (which  actually  may  be  a wasteful  and  poor 
practice)  in  that  it  did  not  have  to  clear  its  pro- 
grams with  State  government  and  the  Regional 
Offices  of  the  Public  Health  Service,  but  could 
deal  directly  with  the  Washington  office  of 
RMP. 

It  is  probably  too  early  to  measure  the  success 
of  either  RMP  or  CHP.  However,  currently  in 
most  States  and  Regions,  RMP  has  enjoyed 
more  visibility  and  support  than  CHP.  This 
phenomenon  probably  results  from  RMP  start- 
ing before  CHP,  RMP  had  first  pick  of  the  avail- 
able health  planners  and  administrators,  it  en- 


joyed the  respectability  of  close  affiliation  with 
university  medical  schools  (in  most  instances 
the  university  was  designated  the  grantee  in- 
stitution), it  lacked  many  of  the  controls  and 
restrictions  of  other  Federally  supported  pro- 
grams, and  it  had  strong  support  from  State 
Medical  Associations  and  other  health  groups. 
On  the  other  hand,  in  some  regions  RMP  has 
been  criticized  because  of  selfish  interpretations 
of  program  priorities,  poor  representation  of  the 
general  public  on  Regional  Advisory  Groups, 
and  the  lack  of  bringing  health  programs  to  local 
communities  where  they  are  needed. 

Health  planning  is  here  to  stay  — whether  it’s 
carried  out  by  RMP  or  CHP  or  some  new  organ- 
ization which  coordinates  the  activities  of  both 
RMP  and  CHP.  There  is  a definite  movement  on 
the  National  level  to  coordinate  health  planning 
and  programming  and  to  curb  wasteful  duplica- 
tion. RMP  at  its  inception  was  administered  by 
the  National  Institutes  of  Health,  an  organ- 
ization that  is  highly  research  and  university 
oriented.  This  organization  had  very  limited 
experience  in  community  health  service  pro- 
grams. However,  in  1968  the  responsibility  for 
administering  RMP  was  transferred  to  the 
Health  Services  and  Mental  Health  Administra- 
tion (HSMHA).  This  resulted  from  a reorganiza- 
tion of  the  Public  Health  Service.  It  is  very  sig- 
nificant that  currently  both  RMP  and  CHP  are 
administered  on  a National  level  by  a single 
administrative  unit,  HSMHA,  — a community 
health  service  oriented  organization.  During  the 
past  six  months  there  have  been  several  na- 
tional and  regional  meetings  to  determine  how 
RMP  and  CHP  can  be  coordinated  and  what  the 
future  role  of  RMP  should  be.  RMP  currently 
has  a better  public  image,  more  “grass  roots” 
support  and  better  support  from  the  medical 
profession  than  does  CHP.  There  are  those  who 
would  like  to  use  this  situation  to  expand  the 
functions  of  RMP.  It  is  highly  probable  that  the 
functions  of  RMP  and  CHP  will  be  combined  in 
the  near  future.  The  big  questions  are  when  and 
in  what  form?  The  medical  profession  should  be 
aware  of  these  trends  and  take  an  active  role  in 
determining  the  course  and  form  of  health  plan- 
ning on  the  local,  regional,  State,  and  National 
levels. 

SUMMARY 

Regional  Medical  Programs  (RMP)  and  Com- 
prehensive Health  Planning  (CHP)  are  two  new 
Federal  programs  which  involve  health  plan- 
ning and  programming  on  local,  State,  regional 
and  National  levels.  A comparison  of  the  laws, 
the  purposes  of  the  laws,  the  scope  of  the  pro- 
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grams,  the  participants,  and  the  process  of  ad- 
ministering these  programs  indicates  that  there 
are  many  similarities  between  RMP  and  CHP. 
This  has  created  a duplication  of  effort,  poor 
coordination  of  health  planning,  and  unhealthy 
competition  for  trained  planning  personnel  and 
funds.  There  is  a national  trend  to  curb  this 
duplication  by  bringing  RMP  and  CHP  under 
one  administrative  unit,  Health  Services  and 
Mental  Health  Administration.  It  is  highly  prob- 
able that  there  will  be  a further  merging  of  the 
functions  of  RMP  and  CHP  at  all  levels  of  gov- 
ernment. The  big  questions  are  when  and  in 
what  form?  Practicing  physicians  should  be 
aware  of  these  trends  and  take  an  active  role  in 
determining  the  course  and  form  of  health  plan- 
ning on  local,  regional,  State,  and  National 
levels. 
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MINUTES  OF  THE  COUNCIL  MEETING 
10:30  a.m.  Ramada  Inn 

Saturday,  Jan.  10,  1970  Sioux  Falls,  South  Dakota 

The  meeting  was  called  to  order  by  Dr.  Taylor, 
chairman  of  the  Council.  Those  present  for  roll  call 
were  Doctors  R.  H.  Quinn,  J.  A.  Muggly,  A.  P.  Reding, 
John  T.  Elston,  W.  R.  Taylor,  G.  E.  Tracy,  Bruce 
Lushbough,  C.  L.  Swanson,  Fred  Leigh,  Harvard 
Lewis,  E.  T.  Lietzke,  Clark  Johnson,  M.  R.  Cosand, 

H.  E.  Lowe,  H.  H.  Brauer  and  J.  B.  Gregg.  Also  in 
attendance  were  Edward  Kaufman,  Medical  School 
student  representative  to  the  Council,  Wayne  Geib, 
M.D.  and  Bob  Warnick,  AMA  field  service  represen- 
tative. 

Dr.  Reding  moved  to  dispense  with  the  reading  of 
the  minutes  of  the  last  meeting  inasmuch  as  they 
were  published.  The  motion  was  seconded  by  Dr. 
Leigh  and  carried. 

Dr.  Tracy  reported  on  the  activities  of  the  Com- 
mission on  Medical  Service.  He  summarized  action 
which  has  been  carried  out  regarding  admissions  to 
the  Medical  School.  No  action  was  taken. 

Mr.  Erickson  outlined  the  scientific  program  for 
the  annual  meeting  for  the  Councilors’  information. 
No  action  was  taken. 

Mr.  Erickson  presented  the  report  of  the  Commis- 
sion on  Internal  Affairs.  The  Councilors  reviewed 
the  proposed  budget  and  Dr.  Leigh  moved  that  the 
Association  give  each  president  at  the  beginning  of 
his  term,  $500  to  help  defray  his  travel  expenses.  The 
motion  was  seconded  by  Dr.  Tracy  and  carried.  Dr. 
Quinn  moved  that  the  Council  accept  the  budget  as 
proposed.  The  motion  was  seconded  by  Dr.  Muggly 
and  carried. 

There  was  no  report  from  the  Commission  on  Com- 
munications or  the  Commission  on  Liaison  with  Allied 
Organizations. 

Dr.  Gregg  presented  a brief  report  for  the  Com- 
mission on  Legislation  and  Governmental  Relations. 
He  outlined  the  Association’s  legislative  program  for 
the  1970  legislative  session.  Dr.  Elston  moved  that 
the  Council  accept  the  report  of  the  Commission  on 
Legislation  and  Governmental  Relations.  The  motion 
was  seconded  by  Dr.  Johnson  and  carried. 

REPORT  OF  THE  COMMISSION  ON 
LEGISLATION  AND  GOVERNMENTAL 
RELATIONS 

There  have  been  no  meetings  of  this  Commission 
since  the  last  Council  meeting  in  September.  The 
following  meetings  have  been  attended  by  the  Chair- 
man of  the  Commission: 

1.  Advisory  Committee  of  the  Nebraska-South  Da- 
kota RMP  in  Omaha  on  October  24,  1969. 

2.  Health  Resources  Institute  Board  of  Directors 
meeting  in  Sioux  Falls  on  October  27,  1969. 

3.  Medical  School  Executive  Committee  Meeting  in 
Vermillion  on  November  6,  1969. 

4.  North  Central  Medical  Conference  meeting  in 
St.  Paul  on  November  8 and  9,  1969. 

The  next  meeting  of  the  Commission  is  scheduled 
for  February  28,  1970  at  the  SDSMA  office  in  Sioux 
Falls.  A medical  student  from  the  University  of  South 
Dakota  will  be  invited  to  attend  the  meeting. 

The  following  matters  of  business  have  come  up 
since  the  last  Council  meeting: 

1.  A letter  has  been  received  from  Mr.  John  Zim- 
mer relating  to  the  possibility  of  lawsuit  against 
the  U.  S.  Government  for  failure  to  make  Med- 
icare payments  on  usual  and  customary  fees.  It 
was  his  recommendation  that  this  matter  be 
taken  up  with  the  AMA  and  that  no  litigation 
be  instituted  on  a local  or  state  basis. 

2.  An  editorial  has  appeared  in  the  Journal  of  the 
South  Dakota  State  Medical  Association  re- 
lating to  the  subject  of  possible  anti-malpractice 
legislation.  This  same  editorial  is  to  appear  in 
the  next  issue  of  the  Journal  of  the  South  Dakota 
State  Bar  Association.  It  is  hoped  that  this  may 
be  a matter  for  discussion  at  the  coming  meet- 
ing of  the  South  Dakota  Bar  Association  and  the 
Medical  Association. 


3.  An  editorial  is  in  preparation  by  Dr.  E.  Heinrichs 
of  Watertown  regarding  the  Pediatric  Assistant 
Law  and  program  in  Colorado  and  should  be  ini 
the  Journal  soon. 

The  Commission  is  anticipating  a moderate  amount 
of  activity  concerning  health  bills  in  the  coming  ses-i 
sion  of  the  South  Dakota  State  Legislature. 

Respectfully  submitted, 

J.  B.  Gregg,  M.D.,  Chairman 
Commission  on  Legislation  and 
Governmental  Relations 

Dr.  Wayne  Geib,  president  of  the  South  Dakota 
Pathology  Society,  discussed  the  effects  of  the  suit 
between  the  American  College  of  Pathology  and  the 
United  States  government.  Dr.  Geib,  on  behalf  of  the 
South  Dakota  Pathology  Society,  requested  that  the 
Association  endorse  the  voluntary  Proficiency  Evalua- 
tion Program,  which  is  a quality  control  program  on 
pathology  tests  and  which  will  be  sent  to  all  par- 
ticipants four  times  a year  for  the  fee  of  $75.  Dr. 
Quinn  moved  that  the  Association  endorse  the  volun- 
tary Proficiency  Evaluation  Program  and  refer  the 
matter  to  the  Commission  on  Scientific  Medicine  for 
study  and  implementation.  The  motion  was  seconded 
by  Dr.  Elston  and  carried.  The  executive  office  was  1 
directed  to  do  the  mailing  for  this  program. 

Dr.  Reding  reported  on  the  State  loan  program  to 
students  in  medicine,  dentistry,  veterinary  medicine 
and  osteopathic  medicine.  Of  the  $70,000  appro- 
priated by  the  legislature  for  1969,  44  loans  were 
granted,  20  to  students  of  dentistry,  17  to  students  of 
medicine,  18  to  students  of  veterinary  medicine  and 
1 to  a student  of  osteopathic  medicine  for  a total  of 
$70,000.  The  legislature  has  been  requested  to  appro- 
priate $105,000  for  1970. 

The  Council  considered  the  appointment  of  seven 
members  to  the  Board  of  Directors  for  the  Medical 
School  Endowment  Association.  Dr.  Muggly  re-  ■ 
quested  that  he  be  replaced  on  this  Board.  Dr.  John- 
son moved  that  C.  R.  Herbrandson,  M.D.  of  Vermil- 
lion be  appointed  to  the  Board  of  Directors  of  the 
Endowment  Association.  The  motion  was  seconded 
(Continued  on  Page  47) 
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by  Dr  Cosand  and  carried.  Dr.  Leigh  moved  that 
Doctors  E.  H.  Peters,  T.  H.  Willcockson,  Warren 
Jones,  G.  E.  Tracy,  F.  R.  Williams  and  B.  O.  Lind- 
bloom  be  reappointed  to  the  Board.  The  motion  was 
seconded  by  Dr.  Brauer  and  carried. 

Nominations  were  in  order  for  the  Distinguished 
Service  Award  and  the  Community  Service  Award. 
Secret  ballots  were  cast  for  each  award  and  the  win- 
ners will  be  announced  at  the  annual  meeting  ban- 
quet in  May.  , 

Mr.  Erickson  reported  on  the  proposed  drug  abuse 
program.  Dr.  Reding  moved  that  the  Association  en- 
dorse the  program  outlined  by  Dr.  Hayes  and  convey 
to  the  Governor  that  it  is  the  Association’s  recom- 
mendation that  a drug  abuse  program  should  be 
under  the  direction  of  the  State  Commission  on 
Mental  Health  and  Mental  Retardation  or  the  State 
Health  Department  and  not  under  the  Attorney  Gen- 
erals office.  The  motion  was  seconded  by  Dr.  Lewis 
and  carried. 

A discussion  was  held  on  the  proposal  tor  a re- 
gional scientific  meeting  with  the  North  Central 
states  Dr.  Brauer  moved  that  the  Association  en- 
dorse the  concept  of  a regional  scientific  program 
with  the  North  Central  states  to  replace  the  annual 
scientific  programs  of  individual  states.  The  motion 
was  seconded  by  Dr.  Lushbough  and  carried.  Business 
sessions  would  continue  to  be  held  in  each  state. 

The  Council  considered  the  three  names  submitted 
by  the  Black  Hills  District  to  complete  the  term  of 
C E.  Tesar,  M.D.  who  resigned  as  Councilor.  Dr. 
Cosand  moved  that  the  Council  appoint  E.  T.  Ruud, 
M.D.  to  complete  the  term  of  Councilor.  The  motion 
was  seconded  by  Dr.  Muggly  and  carried. 

The  Councilors  were  reminded  of  their  obligation 
to  report  to  their  districts  the  actions  of  the  Council. 

The  Council  discussed  a letter  received  from  the 
Student  American  Medical  Association  requesting 


ANNUAL  OTOLARYNGOLOGIC 
ASSEMBLY 

September  19  through  25,  1970 

The  Annual  Otolaryngologic  Assembly 
of  1970  will  be  held  September  19  through 
25,  1970,  in  the  Eye  and  Ear  Infirmary  of 
the  University  of  Illinois  Hospital.  The  De- 
partment of  Otolaryngology,  College  of 
Medicine,  University  of  Illinois  at  the  Med- 
ical Center,  offers  a condensed  post- 
graduate basic  and  clinical  program  for 
practicing  otolaryngologists  under  the  di- 
rection of  Doctor  Emanuel  M.  Skolnik. 
It  is  designed  to  bring  to  specialists  current 
information  in  medical  and  surgical 
otorhinolaryngology. 

A separate,  but  correlated  course  “Con- 
ference on  Radiology  in  Otolaryngology 
and  Ophthalmology”  will  be  held  this  year 
on  Friday  and  Saturday,  November  27  and 
28,  under  the  guidance  of  Doctor  Galdino 
E.  Valvassori.  For  further  information 
about  the  radiology  conference,  write  to 
Professor  Valvassori,  Radiology  Depart- 
ment, College  of  Medicine. 

Interested  otolaryngologists  should  direct 
their  inquiries  to  the  mailing  address:  OTO- 
LARYNGOLOGY P.  O.  Box  6998,  Chicago, 
Illinois  60680. 


that  the  State  Medical  Association  become  a sustain- 
ing member  of  SAMA  by  contributing  $100  annually. 
Dr.  Tracy  moved  that  the  State  Medical  Association 
become  a sustaining  member  of  SAMA  and  donate 
$100  annually.  The  motion  was  seconded  by  Dr.  Lush- 
bough and  carried. 

STUDENT  AMERICAN  MEDICAL  ASSOCIATION 
2635  Flossmoor  Road  Flossmoor,  Illinois  60422 

November  12,  1969 
Mr.  Richard  C.  Erickson,  Ex.  Secy. 

South  Dakota  State  Med.  Assn. 

711  North  Lake  Avenue 

Sioux  Falls,  South  Dakota  57104 

Dear  Mr.  Erickson: 

The  Student  American  Medical  Association  has 
undergone  a great  amount  of  change  and  growth  over 
the  past  year.  Enclosed  is  our  SAMA  1969-1970  book- 


“Ninth  National  Conference  on  Therapies 
for  Advanced  Cancers” 

August  20-22  (Thursday-Saturday),  1970, 
University  of  Wisconsin,  Post-Graduate 
Center. 

Sponsor:  Division  of  Clinical  Oncology, 
University  of  Wisconsin 
Chairman:  Fred  J.  Ansfield,  M.D.,  Profes- 
sor of  Clinical  Oncology 
Information  from  program  coordinator: 
R.  J.  Samp,  M.D.,  University  Hospitals, 
Madison,  Wisconsin  53706 
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let  which  describes  many  of  our  programs  and  pro- 
jects. 

It  is  hoped  that  we  may  be  able  to  maintain  and 
improve  our  present  relationship  with  your  organiza- 
tion. Should  you  have  any  questions  concerning  our 
programs,  projects,  or  medical  students  in  general, 
feel  free  to  contact  me  at  any  time.  At  the  same  time, 
we  invite  you  to  become  a sustaining  member  of  our 
organization.  Your  organization  may  become  a sus- 
taining member  for  $100  per  vear.  This  contribution 
helps  support  our  newly  initiated  programs. 

As  I mentioned  previously,  please  feel  free  to  con- 
tact me  if  you  have  any  questions. 

Sincerely, 

Charles  C.  Hewitt 
Executive  Director 

The  Third  District  Medical  Society  requested  that 
the  Council  grant  honorary  membership  status  to 
George  Whitson,  M.D.  of  Madison.  Dr.  Leigh  moved 
that  Dr.  Whitson  be  granted  honorary  membership 
status  in  the  State  Medical  Association.  The  motion 
was  seconded  by  Dr.  Johnson  and  carried. 

The  First  District  Medical  Society  requested  that 
the  Council  grant  honorary  membership  status  to 
Paul  Bunker,  M.D.  of  Aberdeen.  Dr.  Swanson  moved 
that  Dr.  Bunker  be  granted  honorary  membership 
status  in  the  State  Medical  Association.  The  motion 
was  seconded  by  Dr.  Lewis  and  carried. 

The  time  and  date  for  the  next  Council  meeting 
were  set  tentatively  for  Saturday,  April  18,  beginning 
with  a luncheon  at  11:30  a.m. 

The  Council  discussed  a donation  to  the  Four- 
State  Coordinating  Committee  on  Higher  Education. 
Dr.  Tracy  moved  that  funds  up  to  $750  for  1970  be 
donated  by  the  South  Dakota  State  Medical  Associa- 
tion to  the  Four-State  Coordinating  Committee  on 
Higher  Education  if  the  other  states  are  committing 
similar  funds,  subject  to  the  approval  of  the  Execu- 
tive Committee  at  the  time  the  funds  are  requested. 
The  motion  was  seconded  by  Dr.  Swanson  and  car- 
ried. 

The  Council  reviewed  the  letter  from  Dr.  Hayes 
concerning  the  South  Dakota  - Nebraska  Regional 
Medical  Program.  Dr.  Lushbough  moved  that  the 
Council  recommend  that  the  35  members  of  the  South 
Dakota  Advisory  Committee  meet  and  consider  the 
separation  of  South  Dakota  and  Nebraska  under  the 
Regional  Medical  Program  and  that  they  also  con- 
sider creating  a separate  Regional  Medical  Program 
for  South  Dakota.  The  motion  was  seconded  by  Dr. 
Elston  and  carried. 

At  2:00  p.m.  a hearing  was  held  concerning  a phys- 
ician in  South  Dakota.  The  official  transcript  of  this 
hearing  is  in  the  Association  files. 

The  meeting  adjourned  at  3:45  p.m. 


EXCEPTIONAL  OPPORTUNITY  (full 
time  position)  as  Assistant  Medical  Director 
in  Home  Office  of  Northwestern  National 
Life  Insurance  Co.,  Minneapolis,  Minn.  Pre- 
ferably General  Practitioner  or  Internist. 
Minimum  experience  required:  2 or  3 years’ 
practice  or  residency.  Five-day  week  with 
full  fringe  benefits  including  group  life, 
hospitalization,  major  medical,  disability 
income,  non-contributory  retirement  plan 
and  paid  vacations.  Salary  open.  Send 
curriculum  vitae  in  first  letter  to:  Dr.  John 
G.  Walsh,  Medical  Director,  NWNL,  Box 
20,  Minneapolis,  Minn.  55440  or  call  612- 
372-5446. 


Wanied:  Internist  or  General  Practitioner 
for  staff  position  on  201  bed  Medical 
Service  of  University  affiliated  V.A.  Hos- 
pital. Excellent  fringe  benefits  and  retire- 
ment program.  Nondiscrimination  in  em- 
ployment. Congenial  colleagues.  Pleasant 
working  conditions.  Airconditioned  hos- 
pital. License  in  any  State  required. 
Regular  hours.  For  further  information 
contact  Elwood  Buchman,  M.D.,  Chief, 
Medical  Service,  V.A.  Hospital,  Des  Moines, 
Iowa  50309.  Phone:  515-255-2173,  Ext.  250. 


LINKLETTER  SPEAKS  OUT  ON  DRUGS 

In  a new  six-minute  prologue  to  Blue  Shield’s 
film  on  youth  and  soft  drugs,  “A  Movable 
Scene,"  Art  Linkletter  warns  Americans  to  do 
something  while  they  still  have  time  to  avoid  a 
personal  family  tragedy.  “Listen  to  your  own 
conscience  asking  if  you  have  taken  enough  in- 
terest in  the  drug  problem,”  Linkletter  said. 
“The  biggest  problem  about  drug  abuse,  aside 
from  the  tragedy  it  brings  to  so  many,  is  the  lack 
of  information  about  drugs  shared  by  both  adults 
and  young  people,”  he  said.  “While  most  of  us 
have  some  information,  it  is  frequently  in- 
correct and  based  on  strong  emotional  feelings 
rather  than  objective  factual  data.” 


POSTGRADUATE  COURSE  IN 
LARYNGOLOGY  AND 
BRONCHOESOPHAGOLOGY 
April  6 through  17,  1970 

The  Department  of  Otolaryngology  of 
the  Eye  and  Ear  Infirmary  of  the  Univer- 
sity of  Illinois  Hospital  and  the  College  of 
Medicine  of  the  University  of  Illinois  at 
the  Medical  Center,  will  conduct  a post- 
graduate course  in  Laryngology  and  Bron- 
choesophagology  from  April  6 through  17, 
1970.  This  course  is  limited  to  fifteen  phys- 
icians and  will  be  under  the  direction  of 
Paul  H.  Holinger,  M.D.  It  will  be  held 
largely  at  the  Eye  and  Ear  Infirmary,  1855 
West  Taylor  Street,  Chicago,  and  will  in- 
clude visits  to  a number  of  other  Chicago 
hospitals.  Instruction  will  be  provided  by 
means  of  animal  demonstrations  and  prac- 
tice in  bronchoscopy  and  esophagoscopy, 
diagnostic  and  surgical  clinics,  as  well  as 
didactic  lectures. 

Interested  registrants  will  please  write  direc- 
tly to  the  Department  of  Otolaryngology,  Col- 
lege of  Medicine,  University  of  Illinois  at  the 
Medical  Center,  Postoffice  Box  6998,  Chicago 
Illinois  60680. 
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Figures  that  are  misleading  are  frequently  used  in  the  press  to  the  discredit  of  our  profession. 
A recent  AMA  release  reveals  the  following:  Since  Medicare  began.  3V2  years  ago,  two  physicians 
have  been  convicted  of  fraud.  Commissioner  Robert  M.  Ball  said  Medicare  “pays  about  30  million 
doctors’  bills  and  12  million  bills  from  institutional  providers  of  services  each  year.  It  is  clear 
from  our  investigations  that  the  number  of  attempts  at  fraud  or  abuse  is  relatively  very  small." 

The  commissioner’s  comments  and  statistics  contrast  sharply  with  recent  headlined  reports  from 
the  Senate  Finance  Committee  intimating  that  sizable  numbers  of  physicians  and  institutions  have 
been  guilty  of  wrongdoing  under  federal  health  care  programs. 

It  is  self-evident  that  the  true  figures  do  not  make  news. 

The  AMA  remains  the  one  organization  that  represents  a majority  of  the  physicians.  The  AMA 
is  doing  its  best  under  very  trying  circumstances.  W e believe  that  it  is  important  that  all  of  us  maintain 
our  membership  in  the  AMA  in  an  attempt  to  give  support  to  this  representative  organization.  The 
truth  will  eventually  prevail. 

It  has  been  intimated  that  a majority  of  the  physicians  are  dropping  their  AMA  membership  for 
innumerable  reasons.  At  the  end  of  1969,  199,997  physicians  were  in  private  practice.  Of  this  group 
168,082  were  members  of  the  AMA.  A recent  survey  shows  that  of  the  physicians  who  belong  to 
state  medical  societies  or  associations  and  are  therefore  eligible  for  AMA  membership,  91%  belong 
to  the  AMA. 

All  of  us  can  find  disagreements  with  any  organization  of  which  we  are  members.  The  policies 
of  such  an  organization  may  not  always  follow  our  own  personal  ideas  in  each  instance.  Nevertheless, 
we  maintain  our  membership  and  do  what  we  can  to  mold  such  organizations  into  our  way  of  think- 
ing. 

We  would  encourage  all  members  of  the  South  Dakota  Medical  Association  to  continue  to  main- 
tain their  AMA  memberships  so  that  we  can  hold  on  to  the  one  universal  voice  of  organized  med- 
icine that  still  exists.  In  this  manner,  we  may  be  able  to  get  the  true  picture  of  our  profession  to  the 
general  public. 


MARCH  1970 


Robert  H.  Quinn,  M.D. 
President 
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VENENATION  BY  THE  MEXICAN 
BEADED  LIZARD 
(Heloderma  horridum): 
REPORT  OF  A CASE 

by 

David  C.  Albritton,  M.D.* 

Henry  M.  Parrish,  M.D.,  Dr.  P.H.** 

E.  Ross  Allen*** 


I.  INTRODUCTION 

The  Mexican  beaded  lizard  (Heloderma  hor- 
ridum) is  one  of  two  species  of  venomous  lizards 
indigenous  to  North  America.  It  ranges  on  the 
west  coast  of  Mexico  from  the  Isthmus  of 
Tehuantepec  into  southern  Sonora  (Stebbins, 
1954).  The  other  species  is  the  Gila  monster 
(Heloderma  suspectum)  which  is  found  in  Mex- 
ico and  Arizona,  Nevada,  Utah  and  New  Mexico. 
The  Mexican  beaded  lizard  is  a large,  heavy- 
bodied animal  with  scales  resembling  black  and 
yellow  beads.  See  Figure  1.  The  venom  is  secre- 
ted from  glands  located  at  the  sides  of  the 
lower  jaw.  It  is  carried  into  the  victim  by  means 
of  grooved  teeth.  These  lizards  are  noted  for 
their  vicious  bites  in  which  they  hang  onto  the 
victim  very  tightly  while  chewing  the  victim’s 
tissues.  The  venoms  of  these  two  species  of 
lizards  are  quite  similar.  They  contain  hyal- 
uronidase,  phospholipase  A,  and  a kinin- 
releasing enzyme  with  small  proteolytic  activ- 
ity (Mebs  and  Raudonat,  1965).  The  toxicity  of 
these  venoms  in  mice  is  comparable  to  that  of 
cobra  (Naja  naja)  venom. 

Although  there  have  been  several  case  reports 
of  bites  by  Gila  monsters  (Shannon,  1953;  Tink- 
ham,  1956)  a review  of  the  available  medical 

^Physician  and  Surgeon,  31  S.W.  12th  St.,  Ocala, 
Florida. 

**Associate  Dean,  School  of  Medicine,  University  of 
South  Dakota,  Vermillion,  South  Dakota. 

***Director,  Ross  Allen  Reptile  Institute,  Silver 
Springs,  Florida. 


literature  failed  to  disclose  a documented  case 
report  of  a bite  by  a Mexican  beaded  lizard. 
The  purpose  of  this  paper  is  to  report  a human 
case  of  venenation  resulting  from  a Mexican 
beaded  lizard  bite. 

II.  CASE  REPORT 

A 39  year  old  biological  supply  dealer  was 


Figure  1. 

Mexican  beaded  lizard  (Heloderma  horridum). 
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bitten  on  his  left  index  finger  by  a 25  inch  long, 
healthy  Mexican  beaded  lizard  (Heloderma 
horridum)  while  demonstrating  the  reptile  to 
friends  at  9:00  P.M.  The  lizard  hung  onto  the 
victim’s  finger  after  the  bite  for  a minute  or 
two  and  it  was  difficult  to  remove.  The  patient 
experienced  immediate  pain  which  was  of  an 
aching,  burning  character.  The  pain  radiated 
into  the  left  arm.  Within  five  minutes  following 
the  bite  the  patient  developed  nausea  and 
vomiting.  Of  interest  is  the  fact  that  this  patient 
had  six  previous  venomous  snake-bites  — five 
by  rattlesnakes  and  one  by  a cottonmouth.  Also, 
10  years  prior  to  the  current  bite,  he  was  bitten 
by  a Gila  monster  (Heloderma  suspecium)  on 
the  thumb.  This  bite  resulted  in  moderate  pain 
and  swelling  of  the  thumb  which  subsided  with- 
in 24  hours. 

On  admission  to  the  Munroe  Memorial  Hos- 
pital, Ocala,  Florida  on  10-26-66  at  9:30  P.M. 
the  patient  complained  of  extremely  severe  pain 
of  his  left  hand  and  arm,  nausea  and  vomiting. 
The  pain  was  so  severe  that  the  patient  was 
screaming  and  thrashing  about  on  the  examina- 
tion table.  The  left  index  finger  and  dorsum  of 
the  hand  had  some  swelling  and  erythema. 
There  was  very  little  oozing  of  blood  from  the 
bite  area  which  exhibited  several  moderately 
deep  lacerations  which  were  inflicted  by  the 
lizard’s  teeth.  The  patient’s  vital  signs  were: 
blood  pressure  — 137  systolic  and  86  diastolic; 
pulse  rate  — 120  beats  per  minute;  and  res- 
pirations 20  per  minute.  The  neurological  exam- 
ination was  within  normal  limits  as  was  the 
remainder  of  the  physical  examination. 

Treatment  consisted  of  suction  over  the  bite 
lacerations,  meperidine  hydrochloride  100  mg. 
intramuscularly,  1,000  ml.  of  five  percent  dext- 
rose in  normal  saline,  given  intravenously, 
methylprednisolone  acetate,  40  mg.  intramus- 
cularly, and  immersion  of  the  bitten  hand  in 
ice  cubes.  In  this  instance  ice  was  used  by  the 
attending  physician  (D.C.A.)  to  localize  the 
spread  of  venom  for  a few  hours  until  consul- 
tations could  be  obtained  from  toxinologists  and 
until  it  could  be  determined  if  specific  anti- 
venin  against  venomous  lizards  (Heloderma  sp.) 
was  available.  Ice  treatment  was  discontinued 
two  hours  later  at  11:00  P.M.  because  it  appeared 
to  intensify  the  pain.  On  admission  a blood 
sample  was  withdrawn  for  transfusion  type  and 
cross  match,  a complete  blood  count,  a platelet 
count,  and  a serological  test  for  syphilis. 

Owing  to  the  continued  intense  pain  and  the 
lack  of  response  to  the  first  dose  of  meperidine 
hydrochloride,  an  additional  150  mg.  was  given 


intravenously  at  10:00  P.M.  This  procedure  was 
felt  to  be  safe  since  the  patient’s  respirations 
were  20  per  minute  and  there  were  no  ab- 
normal neurological  signs  or  symptoms.  At  11:00 
P.M.  the  ice  packs  were  discontinued  and  the 
patient’s  left  hand  was  immersed  in  warm 
water.  Within  30  minutes  the  pain  began  to  sub- 
side. By  midnight  the  patient  was  able  to  sleep 
and  rested  comfortably  the  remainder  of  the 
night.  The  swelling  surrounding  the  bite  area 
eventually  extended  to  just  below  the  left 
elbow.  By  8:00  A.M.  the  next  morning  the  pain 
had  subsided  and  the  swelling  decreased  re- 
markably fast  . . . only  the  left  index  finger 
and  the  dorsum  of  the  hand  were  swollen  notice- 
ably. See  Figure  2. 


Figure  2. 

Patient’s  left  hand  12  hours  after  the  bite.  Note 
the  swelling  and  lacerations  on  the  index  finger. 

All  of  the  laboratory  tests  were  within  normal 
limits,  including  the  RBC,  WBC,  Hb,  differential 
count,  platelet  count,  serological  test  for  syphilis, 
and  the  urinalysis.  Tests  repeated  the  following 
day,  10-27-66,  were  also  within  normal  limits. 
While  available,  a transfusion  was  not  given  to 
this  patient.  The  patient  was  discharged  from 
the  hospital  on  10-28-66  and  the  bite  wound 
healed  in  a normal  fashion,  without  evidence  of 
infection  or  tissue  sloughs. 

III.  DISCUSSION 

This  case  history  demonstrates  that  the  Mex- 
ican beaded  lizard  (Heloderma  hcrridum)  can 
inflict  a bite  into  man  which  results  in  venena- 
tion.  Perhaps  the  most  remarkable  symptom  of 
venenation  is  the  excruciating  pain  which  is 
not  alleviated  by  usual  doses  of  narcotics.  Ac- 
cording to  the  attending  physician  (D.C.A.), 
“This  pain  is  of  comparable  severity  to  patients 
having  kidney  stones  or  fractures  of  major 
bones.’’  The  patient  who  had  previously  exper- 
ienced six  bites  by  pit  vipers  stated,  “This  is  the 
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most  painful  bite  I have  ever  had  . . . the  pain 
from  rattlesnake  bites  is  not  even  in  the  same 
class  as  this  pain.”  Local  swelling  is  another 
prominent  feature  of  lizard  venenation.  Nausea 
and  vomiting  are  systemic  features  of  severe 
venenation.  The  signs  and  symptoms  of  venena- 
tions  by  Mexican  beaded  lizards  and  Gila  mon- 
sters are  similar  (Shannon,  1953;  Tinkham,  1956). 

It  is  difficult  to  objectively  determine  what 
alleviated  this  patient’s  pain.  It  seems  unlikely 
that  the  meperidine  hydrochloride  produced 
analgesia  alone,  since  the  pain  remained  in- 
tense 30  minutes  after  an  intravenous  dose  (150 
mg.)  of  this  drug.  The  patient  believes  that 
soaking  his  hand  in  warm  water  afforded  the 
most  relief.  However,  it  is  possible  that  the  pain 
may  have  diminished  without  treatment.  The 
safest  position  is  to  state  frankly,  we  do  not 
know  what  alleviated  this  patient’s  pain.  Since 
this  naturalist  maintains  a high  level  of  tetanus 
immunity,  a booster  injection  was  not  deemed 
necessary. 

There  is  no  antivenin  produced  on  a commer- 
cial basis  to  treat  venomous  lizard  bites.  The 
incidence  of  these  bites  is  not  known,  but  avail- 
able information  suggests  they  are  quite  rare. 
In  some  of  the  older  literature  on  this  subject 
there  are  exaggerated  (undocumented)  accounts 
of  high  case-fatality  rates  from  venomous  lizard 
bites.  A review  of  deaths  from  bites  and  stings 
of  venomous  animals  and  insects  in  the  United 
States  from  1950  through  1964  shows  that  there 
have  been  no  deaths  from  lizard  bites  during 
this  period  (Parrish,  1969). 

IV.  SUMMARY 

A case  of  venenation  resulting  from  a bite 
by  a Mexican  beaded  lizard  (Heloderma  hor- 
ridum)  is  presented.  Signs  and  symptoms  of 
venenation  included  excruciating  local  pain, 
local  swelling,  nausea  and  vomiting.  Usual  doses 
of  narcotics  did  not  completely  alleviate  the  pain. 
There  is  the  possibility  that  soaking  the  bitten 
extremity  in  warm  water  helped  diminish  the 
pain.  The  symptoms  subsided  in  12  hours  and  the 
patient  recovered  completely,  without  complica- 
tions. It  appears  that  venenations  produced  by 
the  Mexican  beaded  lizard  (Heloderma  hor- 
ridum)  and  the  Gila  monster  (Heloderma  sus- 
pectum)  are  quite  similar. 
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MOST  ASTHMATIC  CHILDREN  CAN  TAKE 
PART  IN  SPORTS 

Most  youngsters  with  asthma  can  participate 
in  physical  activities  at  school,  according  to  a 
statement  by  the  American  Academy  of  Pedia- 
trics in  the  January  issue  of  PEDIATRICS.  The 
AAP’s  Committee  on  Children  with  Handicaps 
points  out  that  most  asthmatic  children  can  par- 
ticipate in  school  physical  education  programs 
“with  proper  medical  management.”  However, 
the  Committee  indicates  that  over-fatigue  and 
emotional  upheaval  in  competitive  athletic  con- 
tests “appear  to  be  predisposing  factors  in  pre- 
cipitating asthmatic  attacks  in  some  instances.” 
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“All  Interns  are  Alike" 


It  stands  to  reason.  They  all  go  through  the  same  train- 
ing; they  all  have  to  pass  the  same  tests;  they  all  have 
to  measure  up  to  the  same  standards;  they  all  are 
underpaid,  too.  Therefore,  all  interns  are  alike. 

That's  utter  nonsense,  of  course.  But  it's  no  more 
nonsensical  than  what  some  people  say  about  aspirin. 
Namely:  since  all  aspirin  is  at  least  supposed  to  come 
up  to  certain  required  standards,  then  all  aspirin 
tablets  must  be  alike. 

Bayer's  standards  are  far  more  demanding.  In  fact, 
there  are  at  least  nine  specific  differences  involving 
purity,  potency  and  speed  of  tablet  disintegration. 


These  Bayer®  standards  result  in  significant  product 
benefits  including  gentleness  to  the  stomach,  and 
product  stability  that  enables  Bayer  tablets  to  stay 
strong  and  gentle  until  they  are  taken. 

So  next  time  you  hear  someone  say  that  all  aspirin 
tablets  are  alike,  you  can  say,  with  confidence,  that  it 
just  isn't  so.  ( 

You  might  also  say  that  all  interns  aren't  alike, 
either. 


POTASSIUM  THERAPY  AND  GASTRO- 
INTESTINAL LESIONS 

David  N.  Emerson,  Ph.D.* 


Clinical  Recognition  of  the  Problem 

The  first  group  of  thiazide  diuretics  was  in- 
troduced into  clinical  use  in  1957.  Since  in- 
creased potassium  excretion  is  one  of  the  effects 
of  thiazides,  potassium  supplementation  be- 
came a common  procedure  in  thiazide  therapy. 
The  first  of  several  combinations  of  a thiazide 
with  potassium  chloride  in  a single  tablet  was 
introduced  in  1959.  Prior  to  1963,  only  170  cases 
of  primary  nonspecific  ulceration  of  the  small 
intestine  had  been  reported  in  the  literature.1 
The  first  report  that  serious  gastro-intestinal 
distress  was  associated  with  KCl-thiazide 
therapy  appeared  in  1961,  but  received  little 
attention.2  The  problem  became  of  intense  in- 
terest during  1964  with  reports  which  linked 
stenosing  ulcers  of  the  small  bowel  with  pot- 
assium-thiazide therapy.3-  4 Most  of  the  pa- 
tients involved  had  been  treated  with  a thiazide, 
often  supplemented  with  potassium.  During 
1964,  two  pharmaceutical  companies  in  coopera- 
tion with  the  Food  and  Drug  Administration 
analyzed  records  in  488  domestic  and  foreign 
hospitals.  The  results  revealed  that  of  484  pa- 
tients with  the  characteristic  type  of  intestinal 
lesion,  275  (57%)  had  a history  of  administra- 
tion of  either  potassium,  a diuretic,  or  both.5 
Subsequent  to  these  early  reports  linked  small- 
bowel  ulceration  with  potassium  and/or  diuretic 
therapy,  reports  of  additional  cases  (Table  1), 
editorials  and  other  comments  have  been  pub- 
lished.26-33 

* Mead  Johnson  Research  Center,  Evansville,  Indiana 
47721. 


TABLE  1 


Small-Bowel  Lesions  Reported  in  Potassium  Therapy 


Therapy 

Total  Number 

A 

of  Cases  References 

Enteric-Coated  KC1  plus 

B 

Thiazide  or  KC1  alone 

411 

3-24 

Non-Enteric  Coated 

c 

K-Salts  plus  Thiazide 

3 

23-25 

AThe  Food  and  Drug  Administration  has  recently 
reviewed  records  of  122  cases. s 2 Small-bowel  lesions 
were  found  in  112  cases  on  thiazide-potassium  enteric- 
coated  tablets;  6 cases  on  diuretic  plus  enteric- 
coated  potassium  given  separately;  and  4 cases  on 
oral  diuretic  without  potassium. 

sin  275  cases  reported  by  Lawrason,  et  al., 5 type  of 
diuretic  was  not  specified;  therapy  was  potassium,  a 
diuretic,  or  both. 

clncludes  2 cases  associated  with  potassium  gluconate 
and  1 case  associated  with  a potassium  acetate-bicar- 
bonate-citrate mixture. 

Incidence  of  the  Lesions 

The  incidence  of  potassium-induced  lesions  of 
the  small  bowel  has  been  reported  in  several 
ways.  Based  on  the  total  numbers  of  hospital 
records  of  all  patients  in  321  hospitals  over  21 
years,  211  out  of  17,805,097  (1.2/100,000  patients) 
definitely  or  likely  had  lesions  of  the  type  asso- 
ciated with  potassium.30  On  a different  basis,  11 
out  of  473  patients  (2.3%)  who  were  on  enteric- 
coated  KC1  administration  were  reported  to 
have  typical  potassium-induced  lesions.3  A third 
way  of  describing  incidence  is  from  the  survey 
of  Lawrason,  et  al.5  Of  a total  of  484  patients 
with  typical  lesions,  275  (57%)  had  received 
diuretics  or  KCL  However,  it  has  been  pointed 
out  that  inaccuracies  of  record  keeping  would 
be  responsible  for  a lower  percentage  of  cause- 
effect  relationships10  and  Boley  et  al.42  note 
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in  a very  careful  investigation  of  125  patients 
not  included  in  the  mass  survey  of  Lawrason, 
et  al.,  that  potassium  ingestion  was  established 
definitely  in  93%  and  probably  in  another  3%. 
Their  conclusion  was  that  the  increase  of  cir- 
cumferential small-bowel  lesions  must  be  at- 
tributed to  enteric-coated  potassium. 

Food  and  Drug  Administration  Actions 
Information  linking  potassium  administra- 
tion to  small-bowel  lesions  resulted  in  FDA 
regulations  on  warnings  for  potassium  salt  prep- 
arations intended  for  oral  ingestion  by  man. 
The  warnings  are  not  required  on  preparations 
dissolved  in  an  adequate  quantity  of  liquid  so 
that  the  concentration  of  potassium  is  below  a 
20  mg/ml  limit,  if  it  is  a prescription  item,  and 
if  its  labeling  bears  adequate  information  for 
use.35  The  FDA  has  recently  proposed  that  all 
fixed  combinations  of  diuretic  and  enteric- 
coated  potassium  be  removed  from  the  market. 
This  action  has  been  taken  as  a result  of  recom- 
mendations of  NAS/NRC  review  panels  that 
such  combination  drugs  present  more  potential 
hazards  than  other  types  of  potassium  supple- 
ments which  are  available.36 

KC1,  Not  Thiazides  or  Enteric  Coats, 
Responsible  for  Lesions:  Animal  Studies 

The  exhaustive  retrospective  studies  of  clin- 
ical records5  strongly  indicated  that  the  non- 
specific intestinal  ulcers  seen  in  man  were  prob- 
ably caused  by  enteric-coated  tablets  containing 
KC1  plus  a thiazide  diuretic.  Initial  questions 
were  raised  that  the  ulcerations  could  have 
been  caused  by  any  or  all  of  the  ingredients  of 
these  tablets.  However,  the  incidence  of  the 
lesions  was  so  small  that  statistical  methods  and 
large  numbers  of  case  reports  had  to  be  used  to 
establish  a cause-effect  relationship.  Only  after 
animal  experimentation  was  it  shown  that  po- 
tassium chloride  alone,  and  not  the  thiazide  diu- 
retic or  the  enteric  coating  of  the  tablets,  was 
responsible  for  the  injury  to  the  intestinal  tract. 

An  experimental  model  in  dogs  simulated  an 
extreme  situation  in  which  a tablet  would  be 
entirely  dissolved  over  a short  length  of  in- 
testine.34 Tablets  included  enteric-coated  place- 
bos, enteric-coated  KC1,  various  enteric-coated 
thiazide-potassium  preparations,  and  thiazides 
alone.  The  tablets  were  fixed  within  the  ileum 
or  distal  jejunum  so  that  dissolution  and  ab- 
sorption of  their  contents  occurred  within  a 
short  segment  of  the  intestine.  No  pathologic 
changes  occurred  from  enteric-coated  placebos 
or  thiazides  alone.  With  the  KC1  or  the  thiazide- 
KC1  combinations,  ulcerations  occurred  in  vary- 
ing degrees  in  both  jejunum  and  ileum.  The  pre- 


requisite for  ulceration  apparently  was  absorp- 
tion of  KC1  in  high  concentration  over  a short 
length  of  bowel.  There  was  a suggestion  that 
higher  doses  of  KC1  caused  more  severe  ulcera- 
tion. 

Enteric-coated  tablets  which  contained  place- 
bo, thiazide,  KC1,  and  thiazide  plus  KC1  were 
administered  to  rhesus  monkeys.37-39  Only 
KC1  and  KC1  plus  thiazide  produced  ulcera- 
tions; thiazide  or  enteric  coats  alone  did  not. 
The  lesions  were  not  consistently  produced  in  j 
the  small  intestine;  sometimes  the  stomach,  the 
cecum,  or  the  colon  were  affected.  It  appeared 
that  ulcerations  usually  occurred  where  the 
greatest  amount  of  potassium  chloride  was  re- 
leased from  the  tablet.  It  became  apparent  that 
tablets  with  short  disintegration  times  produced 
lesions  in  the  stomach  or  upper  intestine,  while 
tablets  with  long  disintegration  times  produced 
ulcerations  in  the  lower  intestinal  tract.  Liquid 
preparations  containing  approximately  13.5  mEq 
potassium  per  5 ml  (equivalent  to  1,000  mg  of 
KC1)  were  chiefly  irritating  to  the  stomach. 
Lesions  were  produced  within  5 days  by  1,000 
or  250  mg  KC1  in  enteric-coated  tablets  twice 
daily.  However,  the  250  mg  dosage  caused 
milder  lesions  which  could  not  be  predictably 
reproduced,  while  tablets  of  100  mg  were  with- 
out effect.  Tablet  dimensions  were  not  a factor 
in  production  of  lesions. 

When  the  upper  ileum  of  dogs  was  partially 
obstructed  with  Teflon  bands,  acute  mucosal 
ulceration  resulted  from  administration  of  KC1 
alone  or  in  combination  with  thiazides.  Thiazides 
alone  did  not  produce  ulceration.40 

Clinical  Aspects  and  Gross  Pathology 

Lesions  have  appeared  up  to  two  years  after 
discontinuing  potassium  administration;1 9 as 
few  as  two  tablets  have  been  implicated;7  age  of 
patients  has  been  as  low  as  2 years;11  and 
lesions  may  be  reversible  in  some  cases.6  Re- 
current, usually  postprandial,  crampy  abdominal 
pain  is  the  most  frequent  symptom;  this  is  often 
associated  with  nausea,  vomiting,  and  inter- 
mittent distention.  In  severe  cases,  acute  sur- 
gical abdomen  is  present.  Fever,  anorexia,  and 
malaise  are  usually  absent;  laboratory  findings 
are  nonspecific  except  for  mild  eosinophilia  in 
some  cases.  Radiologic  examination  is  of  little 
assistance  in  establishing  a diagnosis  other  than 
if  the  obstruction  is  complete  or  there  is  a per- 
foration. Gastro-intestinal  series  and  small- 
bowel  follow-through  may  suggest  a malabsorp- 
tion syndrome  with  coarse  mucosal  folds  and 
dilated  loops  of  small  intestine,  but  usually  the 
(Continued  on  Page  17) 
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(Continued  from  Page  14) 

proximal  jejunum  and  terminal  ileum  are  nor- 
mal. A careful  review  of  the  case  history  as  to 
previous  potassium  therapy  may  be  necessary 
to  establish  diagnosis. 

The  ulcers  are  characteristically  circum- 
ferential, sharply  delimited,  and  directly  over 
the  zone  of  cicatricial  narrowing.  They  are 
usually  solitary,  sometimes  double,  rarely  mul- 
tiple and  are  most  commonly  found  in  the  lower 
ileum,  but  also  in  the  distal  jejunum.  The  most 
important  distinguishing  feature  of  the  stenotic 
phase  is  a band-like  encirclement  of  the  lumen 
by  the  lesion  which  varies  in  size  from  several 
mm  to  several  cm.  In  this  phase,  the  segment 
of  bowel  proximal  to  the  lesion  is  dilated  ap- 
proximately IV2  to  2 times  and  has  a thickened 
muscularis;  the  distal  segment  is  normal.  The 
surrounding  mucosa  and  muscularis  may  show 
varying  degrees  of  edema,  hypertrophy  and 
hemorrhagic  infiltration.  The  histologic  picture 
depends  upon  the  severity  and  duration  of  the 
lesions.  Detailed  descriptions  of  clinical  mani- 
festations, gross  and  histologic  pathology,  and 
therapy  are  given  elsewhere.41-  42 

Pathogenesis  of  the  Lesions: 
Postulated  Vascular  Insufficiency 

There  are  two  main  concepts  concerning  the 
mechanism  by  which  potassium  causes  the 
lesions.  The  first  is  that  potassium  has  a directly 
injurious  effect  on  the  mucosa.3  23-  43  For 
example,  potassium  chloride  solution  injected 
into  the  intestine  in  concentrations  similar  to 
those  obtained  from  the  release  of  enteric- 
coated  tablets  containing  potassium  results  in 
severe  tonic  contraction  of  the  bowel,  and  an 
uncoated  KC1  tablet  placed  directly  on  the  in- 
testinal mucosa  causes  superficial  necrosis  by 
the  time  it  is  completely  dissolved.23  However, 
several  types  of  evidence  lend  greater  support 
to  the  second  concept  that  the  lesions  are  caused 
by  an  insufficiency  of  blood  to  the  affected  part 
of  the  intestine. 

Briefly,  Boley  and  co-workers  postulate  that 
the  precipitating  factor  is  the  rapid  release  of 
potassium  chloride  and  its  absorption  over  a 
short  segment  of  intestine.22-  34-  41  ■ 42  The 
high  concentration  causes  spasm  or  paralysis 
of  the  intramural  and  mesenteric  vessels,  pre- 
dominantly veins,  with  slowing  of  blood  flow 
and  subsequent  infarction  of  varying  severity. 
Circumferential  ulceration,  either  superficial 
or  deep,  or  overt  intestinal  necrosis  follows. 
Complete  and  rapid  clinical  recovery  may  fol- 
low the  mildest  degrees  of  injury.  With  greater 
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damage,  fibrosis  with  increasing  stenosis  pro- 
duces progressive  intestinal  obstruction.  The 
most  severe  injuries  produce  perforation  or  in- 
traluminal hemorrhage. 

Evidence  in  support  of  the  hypothesis  that 
potassium  causes  vascular  insufficiency  is  from 
several  sources. 

(1)  Mesenteric  vascular  insufficiency  has  been 
implicated  as  a cause  of  segmental  ulceration 
and  stenosis  of  the  small  bowel  in  conditions 
other  than  those  caused  by  potassium.22-  44 

(2)  Histologic  examination  of  tissue  taken 
from  KCl-caused  lesions  in  man  and  animals 
indicates  striking  changes  in  mesenteric  vessels, 
particularly  arteries  and  veins.  Sections  show 
the  lumens  of  vessels  almost  completely  blocked 
with  a thickening  of  surrounding  tissue.1 2-  22,41 
Other  studies  have  not  revealed  mesenteric  vas- 
cular changes.3-  7 • 23-  45  Allen,  et  al.41  recog- 
nize this  disparity  in  findings  and  discuss  dif- 
ficulties in  examination  of  mesenteric  tissue. 
They  note  that  they  have  had  the  opportunity  to 
study  adequate  sections  of  mesentery  in  man 
and  animals. 

(3)  Animal  studies  tend  to  be  consistent  with 
the  hypothesis  that  KC1  may  result  in  a local 
vascular  insufficiency.  Schwartz,  et  al.22  oc- 
cluded the  distal  veins  and  arteries  supplying 
the  small  intestine  of  dogs  by  injection  of  micro- 
spheres into  the  small  branches  of  the  superior 
mesenteric  vessels.  They  were  able  to  reproduce 
the  typical  ulceration  with  stenosis  and  dilata- 
tion complex  found  in  patients  with  intestinal 
ischemia.  They  postulated  that  the  role  of  po- 
tassium in  the  formation  of  similar  lesions  was 
also  primarily  vascular  in  nature.  Watson  & 
Mark24  ligated  arteries  and  veins  which  sup- 
plied segments  of  the  small  intestine  of  dogs. 
When  5 to  7.5  cm  of  the  small  intestine  was 
rendered  ischemic,  changes  occurred  in  the 
bowel  wall  which  were  grossly  and  histologic- 
ally similar  to  those  caused  by  the  ingestion  of 
enteric-coated  KC1.  If  shorter  segments  were 
rendered  ischemic,  collateral  blood  supply  pre- 
vented significant  changes  in  the  bowel;  if 
longer  segments  were  treated,  hemorrhagic  in- 
farction occurred.  These  observations  lent 
further  support  to  the  contentions  that  vascular 
lesions  could  cause  changes  of  this  type  in  the 
bowel  wall  and  mucosa,  and  that  it  was  not 
necessary  to  postulate  direct  injurious  effects 
of  potassium  on  the  mucosa  to  explain  the 
pathologic  picture. 

Myers,  et  al.53-  54  have  recently  suggested 
that  the  etiologic  factor  in  stenosing  ulceration 
is  not  a specific  toxicity  of  the  potassium  ion, 


but  involves  the  effect  of  local  salt  concentra- 
tion. They  observed  that  hypertonic  solutions  of 
both  NaCl  and  KC1  produced  gross  and  micro- 
scopic injury  similar  to  that  seen  in  the  early 
stages  of  primary  non-specific  small-bowel 
ulceration. 

Is  a Pre-existing  Vascular  Deficiency  Significant 

in  Potassium  Induced  Small  Bowel  Lesions? 

A high  percentage  of  small  intestinal  lesions 
associated  with  potassium  chloride  administra- 
tion are  found  in  patients  with  some  form  of 
cardiovascular  disease,  although  lesions  have 
also  occurred  in  a number  of  patients  without 
such  disease.  A condition  of  arteriosclerosis,  for 
example,  might  result  in  a critical  reduction  of 
blood  flow  to  the  small  bowel  and  set  the  stage 
for  focal  infarction.  Mansfield,  et  al.44  found 
that  potassium  chloride  tablets  introduced  into 
the  distal  part  of  the  ileum  of  the  dog  produced 
acute  inflammatory  changes  and  occasional 
ulceration  of  the  affected  bowel.  When  partial 
interruption  of  splanchnic  blood  flow  was  ac- 
complished by  reducing  the  pressure  in  the 
superior  mesenteric  and  celiac  arteries,  the 
magnitude  of  these  drug-induced  small  bowel 
changes  was  increased.  The  authors  conclude 
that  their  observations  support  the  clinical  ob- 
servations which  indicate  that  enteric-coated 
potassium  chloride  tablets  cause  local  inflam- 
mation or  ulceration  of  the  small  bowel,  and 
that  a reduction  of  the  local  blood  supply  asso- 
ciated with  vascular  occlusive  disease  may  pre- 
dispose the  patient  to  this  complication.  How- 
ever, it  must  be  noted  that  the  greater  incidence 
of  lesions  in  cardiovascular  patients  may  simply 
reflect  a larger  number  of  such  patients  on 
diuretic  (and  KC1)  therapy.  Furthermore,  small 
intestinal  ulcerations  have  been  attributed  to 
several  causes  other  than  vascular  insufficiency 
or  KC1  administration.20-  21  • 44-  46 
Studies  on  Safer  Dosage  Forms  of  Potassium 

(1)  Organic  vs.  chloride  salts  of  potassium. 
Boley,  et  al.47  compared  the  effects  of  the 
chloride  versus  the  citrate  and  the  gluconate 
salts  of  potassium  using  techniques  similar  to 
their  previous  study.34  Only  minimal  super- 
ficial changes  were  found  at  the  intestinal  sites 
of  potassium  citrate  or  gluconate;  however,  in 
5 of  6 dogs  in  which  KC1  was  implanted,  a gross 
circumferential  infarction  was  present  at  the 
site  of  the  salt,  while  all  other  sites  of  gluconate 
or  citrate  implantation  were  normal.  These  re- 
sults suggest  the  relative  safety  of  potassium 
citrate  or  gluconate  as  compared  to  potassium 
chloride  and  confirm  clinical  observations  (Table 
I)  that  the  organic  salts  of  potassium  are  safer 
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than  KC1.  Baker,  et  al.3  reported  11  cases  of 
small  bowel  lesions  out  of  an  estimated  473  pa- 
tients who  received  hydrochlorothiazide  plus 
potassium  chloride  in  enteric-coated  prepara- 
tions, but  no  lesions  in  an  estimated  331  patients 
who  received  hydrochlorothiazide  plus  non- 
enteric potassium  preparations,  among  them  31 
patients  who  received  potassium  as  the  acetate, 
bicarbonate,  and  citrate.  Boley,  et  al.47  specu- 
late that  since  the  underlying  etiology  is  the 
rapid  absorption  of  high  concentrations  of  po- 
tassium over  a short  length  of  intestine,  the 
various  potassium  salts  may  differ  in  their  effect 
because  of  different  rates  of  absorption.  All  of 
the  potassium  salts  ionize  almost  immediately 
and  completely,  but  the  absorption  of  a cation 
across  the  intestinal  wall  is  at  least  partially 
controlled  by  the  rate  of  absorption  of  the  re- 
spective anion.  Absorption  rates  of  ions  such  as 
gluconate  (large  and  monovalent),  or  citrate 
(large  and  trivalent)  are  slower  than  that  of  the 
smaller  monovalent  chloride  ion.  The  slower 
absorption  of  these  organic  anions  would  help 
prevent  the  rapid  release  of  potassium  ever  a 
short  segment  of  intestine  and  diminish  the  con- 
centration of  potassium  in  the  intestinal  wall 
veins  at  any  one  time. 

(2)  Enieric-coaied  vs.  slow-release  forms  of 

KC1.  Olive  baboons  were  given  two  prepara- 
tions of  thiazide  diuretics  containing  KC1:  one 
consisted  of  an  outer  coat  of  hydrochlorothiazide 
25  mg  surrounding  an  enteric-coated  core  con- 
taining 572  mg  KC1;  the  second  consisted  of 
cyclopenthiazide  0.25  mg  in  the  outer  shell  with 
a wax  slow-release  core  containing  600  mg 
KC1.45  The  enteric-coated  KC1  produced  lesions 
similar  to  those  reported  in  man;  the  slow- 
release  form  had  no  deleterious  effects.  The 
author  suggested  that  the  slow-release  form  was 
safer.  Whether  or  not  slow-release  forms  are 
safer  is  open  to  question  since  Diener,  et  al.37’  38 
indicated  that  gradual  release  tablets  are  more 
apt  to  release  sufficient  KC1  in  the  stomach  to 
cause  gastric  irritation.  Furthermore,  studies  on 
release  rates  of  various  KC1  preparations48  in- 
dicate that  slow  release  forms  would  tend  to 
place  KC1  in  the  stomach,  while  enteric-coated 
forms  would  tend  to  release  their  contents  in  the 
small  intestine.  In  fact,  the  main  reason  for  the 
development  of  enteric-coated  tablets  is  to  pre- 
vent release  of  certain  types  of  medicines  in  the 
stomach  to  avoid  gastric  irritation  and  to  pro- 
vide rapid  release  in  the  small  intestine,49’  50 
although  there  was  no  evidence  of  sudden  re- 
lease and  absorption  of  one  type  of  enteric- 
coated  KC1  tablets.51 
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It  appears  that  the  relative  safety  of  po- 
tassium therapy  is  in  terms  of  adequate  dilution 
such  as  provided  by  several  liquid  or  efferves- 
cent dosage  forms,  particularly  of  organic  salts 
of  potassium. 

SUMMARY 

Small-bowel  lesions  associated  with  enteric- 
coated  KC1  - thiazide  preparations  are  caused 
by  the  KC1  component  of  the  tablets.  The  lesions 
are  characteristically  non-specific,  circumferen- 
tial, and  consist  of  stenosis  with  or  without 
ulceration.  The  reported  incidence  is  approx- 
imately 1/100,000  total  hospital  patients;  prob- 
ably over  90%  of  patients  with  typical  lesions 
have  ingested  potassium.  Current  evidence  sup- 
ports the  primary  vascular  origin  of  the  lesions 
and  suggests  that  chronic  vascular  insufficiency 
predisposes  the  small  bowel  to  injury  by  KC1. 
The  safest  dosage  forms  of  potassium  are  those 
which  have  been  diluted  in  an  adequate  amount 
of  water,  particularly  those  which  contain  or- 
ganic potassium  salts. 
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Punctuality 

All  physicians  concerned  in  consultations 
should  be  punctual.  When,  however,  one  or  more 
of  the  consultants  are  unavoidably  delayed,  the 
one  who  arrives  first  should  wait  for  the  others 
for  a reasonable  time,  after  which  the  consul- 
tation should  be  postponed.  When  the  consultant 
has  come  from  a distance,  or  when  for  any  other 
reason  it  will  be  difficult  to  meet  the  physician 
in  charge  at  another  time,  or  if  the  case  is  urgent, 
or  it  be  the  desire  of  the  patient,  his  family  or 
his  responsible  friends,  the  consultant  may  ex- 
amine the  patient  and  mail  his  written  opinion, 
or  see  that  it  is  delivered  under  seal  to  the  phys- 
ician in  charge.  Under  these  conditions,  the 
consultant’s  conduct  must  be  especially  tactful; 
he  must  remember  that  he  is  framing  an  opinion 
without  the  aid  of  the  physician  who  has  ob- 
served the  course  of  the  disease.  (Principles  of 
Medical  Ethics,  1955  edition.  Chapter  V,  Section 
3.) 

Hs  sH 

Consultant  and  Attendant 

When  a physician  has  acted  as  a consultant  in 
an  illness,  he  should  not  become  the  physician 
in  charge  in  the  course  of  that  illness,  except 
with  the  consent  of  the  physician  who  was  in 
charge  at  the  time  of  the  consultation. 

One  Physician  in  Charge 

When  a physician  or  a member  of  his  de- 
pendent family  is  seriously  ill,  he  or  his  family 
should  select  one  physician  to  take  charge  of 
the  case.  The  family  may  ask  the  physician  in 
charge  to  call  in  other  physicians  to  act  as  con- 
sultants. 

s-s  sf:  Hs 


* Information  provided  by  the  Law  Department, 
AMA,  535  North  Dearborn  Street,  Chicago,  Illinois 
60610. 


Suit  Against  Physician  Barred  by  Release 

Two  physicians  were  held  entitled  to  sum- 
mary judgment  in  a patient’s  suit  for  injuries 
caused  by  their  allegedly  negligent  treatment 
of  her  fractured  arm.  The  suit  was  barred  by 
the  settlement,  prior  to  the  filing  of  this  suit, 
of  the  patient’s  suit  against  the  driver  whose 
negligence  caused  the  fractured  arm.  the  Mis- 
souri Supreme  Court  ruled. 

The  settlement  between  the  patient  and  the 
negligent  driver  was  approved,  following  a hear- 
ing, by  the  trial  court  in  which  that  suit  had 
been  filed.  The  judgment  entered  on  the  settle- 
ment recited  that  it  was  in  full  payment  for  the 
patient’s  injuries.  There  was  nothing  in  the 
record  of  the  hearing  to  indicate  that  the  patient 
did  not  consider  the  settlement  as  complete  pay- 
ment for  her  injuries  or  that  she  intended  to 
make  any  claim  against  the  physicians.  The 
physicians  did  not  treat  the  patient  after  the 
settlement  was  approved  and  had  not  treated 
her  for  some  months  prior  thereto. 

It  was  immaterial  that  the  physicians  were 
not  made  parties  to  the  suit  against  the  negligent 
driver.  The  patient  received  full  satisfaction  for 
her  injuries  in  her  suit  against  the  negligent 
driver.  That  barred  any  further  suit  for  the 
same  injuries.  — McQueen  v.  Humphrey,  421 
S.W.  2d  1 (Mo.,  Nov.  16,  1967). 

sj:  H1  jfc 

Physician  Need  Not  Disclose  Adverse  Result 
In  Prior  Case 

A patient  who  allegedly  suffered  a stroke 
while  in  the  recovery  room  following  surgery 
for  removal  of  a cervical  disc  was  denied  dam- 
ages in  a suit  against  the  physician  who  per- 
formed the  operation.  Evidence  that  a prior 
patient  of  the  physician  had  suffered  a stroke 
(Continued  on  Page  46) 
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...to  reduce 

the  hemodynamic  “bind” 
of  constipation 
in  congestive  heart  failure 

Constipation  in  the  chronic  heart  failure  patient 
carries  with  it  the  ever-present  threat  of  acute 
cardiac  decompensation  while  straining  at  stool. 
In  the  already  weakened,  distended  heart,  a sud- 
den influx  of  blood  on  termination  of  the  Valsalva 
maneuver  is  considered  to  be  the  mechanism  of 
some  of  the  deaths  occurring  in  these  cardiac 
patients  during  straining  efforts.* 


Doxidan  is  a gentle  laxative  designed  to  free  your 
patient  from  the  hemodynamic  consequences  of 
straining  at  stool.  With  a fecal  softening  agent  to 
keep  the  stool  soft  and  easy  to  evacuate,  and  with 
just  enough  peristaltic  stimulation  to  urge  the 
sluggish  bowel,  Doxidan  reduces  the  hemody- 
namic “bind”  of  constipation. 

Composition:  Each  capsule  contains  50  mg.  dan- 
thron  N.F.  and  60  mg.  dioctyl  calcium  sulfosuc- 
cinate. 

Dosage:  Adults  and  children  over  12 — one  or  two 
capsules  daily.  Children  6 to  12 — one  capsule 
daily.  Give  at  bedtime  for  two  or  three  days  or 
until  bowel  movements  are  normal. 

Supplied:  Bottles  of  30,  100  (FSN  6505-074-3169) 
and  1000  (FSN  6505-890-1247). 


'Best,  C.  H.  and  Taylor,  N.  B.:  The  Physiolog- 
ical Basis  of  Medical  Practice,  7th  edition, 
Williams  and  Wilkins,  Baltimore,  1961,  p.  480. 
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CLINICOPATHOLOGICAL  CONFERENCE 

From  the  Intern  and  Resident  Teaching  Conferences  at  the  Sioux  Valley  Hospital,  conducted  by 
the  Departments  of  Pathology  of  the  Hospital  and  of  the  School  of  Medicine 
of  the  University  of  South  Dakota 


VINCENT  K.  CUTSHALL,  M.D.*  JOHN  F.  BARLOW,  M.D.** 


Internist  - Discusser  Pathologist  - Editor 

A 68  YEAR  OLD  WOMAN  WITH  PAINLESS 

JAUNDICE 


CASE  NO.  469-428 

This  68  year  old  Caucasian  female  was  ad- 
mitted to  Sioux  Valley  Hospital  with  a chief 
complaint  of  jaundice. 

Five  months  previously  diabetes  mellitus  had 
been  discovered  and  she  had  been  treated  at 
first  with  insulin,  then  chlorpropamide  (dia- 
binase)  and  then  acetohexamide  (dymelor). 
Approximately  one  week  after  starting  this 
medication  she  developed  generalized  pruritis 
and  yellow  discoloration  of  the  skin.  Anorexia 
was  also  present.  She  was  switched  back  to 
regular  insulin.  She  had  lost  40  lbs.  over  a 
period  of  eight  months.  Physical  examination 
revealed  the  liver  to  be  6 cm.  below  the  costal 
margin  at  the  midclavicular  line  on  the  right 
and  nontender.  She  had  scleral  icterus.  Urin- 
alysis showed  bile  in  the  urine.  The  hemogram 
was  unremarkable.  Bilirubin  was  9 mgs.% 
direct  and  1.5  mgs.%  indirect.  Cephalin  floccu- 
lation was  3 + , alkaline  phosphatase  was  9.4 
units  (normal  0.8-2. 3 units).  Serum  glutamic 
oxaloacetic  transaminase  was  60  units.  A biopsy 
of  the  liver  showed  intrahepatic  cholestasis.  She 
was  discharged  with  a diagnosis  of  obstructive 
jaundice  of  possible  drug  etiology. 

After  discharge  she  continued  to  lose  weight 
and  was  jaundiced  but  without  itching,  fatigue, 
or  fever.  Her  urine  was  free  of  sugar  on  10  units 
of  U40  insulin  qid.  Because  of  continuing  jaun- 
dice she  was  readmitted. 

Past  history  and  review  of  systems  revealed 
deafness  on  the  right  and  nocturia  (2x)  for  many 
years.  Physical  examination  revealed  a blood 

^Internist,  Sioux  Valley  Hospital,  Clinical  Faculty, 
School  of  Medicine,  University  of  South  Dakota. 

**Pathologist,  Sioux  Valley  Hospital,  Professor  of 
Clinical  Pathology,  School  of  Medicine,  University 
of  South  Dakota. 


pressure  of  100/60,  pulse  70/min  and  regular, 
respirations  16/min,  and  a chronically  ill  orange 
yellow  woman  with  an  underlying  dark  pigmen- 
tation. Examination  of  the  head  and  neck  was 
negative.  The  chest  was  clear  to  auscultation  and 
percussion.  The  heart  had  a normal  sinus  rhythm 
with  P2  louder  than  A2.  No  murmurs  were 
heard.  The  liver  was  10  cm.  below  the  costal 
margin  in  the  midclavicular  line  on  the  right  and 
4 cm.  below  the  midclavicular  line  on  the  left.  It 
was  nontender  and  had  a smooth  edge.  There 
was  a suggestion  of  hepatojugular  reflux.  The 
spleen  was  not  palpable.  Pelvic  examination  re- 
vealed a rectocele.  The  cervix  was  yellow-red 
and  bled  on  contact.  The  uterus  was  not  felt.  No 
masses  were  present  in  the  adnexa.  Neurological 
examination  was  negative. 

Clinical  pathology  data  revealed  hemoglobin 
12.7  gm%,  red  count  4.24  million/mm,3  hema- 
tocrit 42%,  mean  corpuscular  hemoglobin  30 
micromicrograms,  mean  corpuscular  volume  99 
cubic  micra,  mean  corpuscular  hemoglobin  con- 
centration 31%,  total  leukocyte  count  8000  with 
62%  polymorphonuclear  leukocytes,  4%  neutro- 
philic bands,  2%  eosinophils,  2%  basophils,  25% 
lymphocytes,  5%  monocytes.  The  red  cells  were 
normochromic,  slightly  macrocytic.  The 
platelets  were  adequate  on  smear.  The  erythro- 
cyte sedimentation  rate  was  59  mm/hr.  The 
partial  thromboplastin  time  was  33  seconds  with 
a 24  second  control.  Prothrombin  time  was  15 
seconds  with  a 12  second  control.  Urinalysis  was 
dark,  specific  gravity  1.016,  pH  5.0,  negative  for 
protein,  glucose,  hemoglobin  and  ketones.  There 
was  2+  bile  in  the  urine.  The  sediment  showed 
0-1  leukocytes/hpf  and  rare  epithelial  cells. 
Blood  sugar  was  150  mg/100  ml.,  bilirubin  was 
8.0  mgs%,  total,  7.5  mg/100  ml.  direct  and  0.5 
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mg/100  indirect.  The  alkaline  phosphatase  was 
17.2  units.  The  total  protein  was  8.3  gm/100  ml., 
albumin  4.0  gms/100  ml.,  alpha-1  globulin 
0.5  gms/100  ml.,  alpha-2  globulin  1.2  gms/100 
ml.,  beta  globulin  1.0  gm/100  ml.,  and  gamma 
globulin  1.7  mgs/100  ml.  (the  alpha  globulins 
are  slightly  elevated).  A serum  glutamic 
oxaloacetic  transaminase  was  123  units. 
Serology  was  nonreactive.  A serum  iron 
was  114  micrograms/100  ml.  (normal  50- 
150  micrograms/100),  iron  binding  capacity,  234 
micrograms/100  ml.  (normal  200-400.)  Satura- 
tion was  40%.  A liver  biopsy  was  per- 
formed and  interpreted  as  biliary  cirrhosis 
with  marked  increase  in  fibrous  tissue  compared 
with  the  first  specimen.  Chest  film,  upper 
gastrointestinal  series  and  barium  enema  were 
negative.  A vaginal  papanicolaou  smear  was 
Class  II.  The  BUN  was  10  mgs%. 

DR.  CUTSHALL:  This  case  represents  a com- 
mon and  confusing  problem  of  clinical  practice. 
I do  not  know  whether  the  patient  died  or 
whether  an  operation  was  performed  but  I as- 
sume that  the  situation  was  revealed  at  autopsy. 
I will  say  at  the  outset  that  many  times  we  do 
not  make  the  diagnosis  of  these  patients  on  a 
clinical  or  laboratory  basis  and  have  to  rely  on 
exploratory  laparotomy. 

The  patient  had  late  onset  of  diabetes  and  had 
been  treated  with  diabinese  and  dymelor. 
These  drugs  are  both  sulfonylurea  compounds 
and  have  been  known  to  cause  jaundice  as  well 
as  increased  alkaline  phosphatase  and  impair- 
ment of  other  liver  function  tests.  Anemia, 
thrombocytopenia,  leukopenia,  and  mild  skin 
eruptions  can  be  seen  with  these  drugs.  The 
drugs  are  contraindicated  in  liver  disease  and 
these  drugs  were  cancelled  when  the  patient 
became  jaundiced.  Also  these  drugs  are  con- 
traindicated in  pregnancy.  The  onset  of  jaundice 
one  week  after  taking  the  drugs  would  certainly 
indicate  the  drugs  had  something  to  do  with  the 
patient’s  jaundice.  She  was  switched  back  to 
regular  insulin.  A striking  finding,  however,  is 
the  40  lb.  weight  loss  in  the  period  of  eight 
months.  Some  of  this  weight  loss  could  have 
been  due  to  diabetes  and  dieting  but  you  do  not 
usually  see  this  extreme  weight  loss  in  late  on- 
set diabetes.  With  this  weight  loss  in  this  age 
group,  you  certainly  have  to  be  suspicious  of 
malignancy.  The  liver  was  enlarged  but  was 
smooth  with  no  nodules.  This  is  compatible  with 
cirrhosis  and  does  not  suggest  malignancy.  The 
bilirubin  is  increased  and  the  increase  is  almost 
all  due  to  the  direct  fraction.  This  is  compatible 
with  obstruction.  The  cephalin  flocculation  of 


3+  is  not  helpful.  If  it  were  4+  I would  think 
more  of  medical  jaundice.  The  very  high  al- 
kaline phosphatase  is  compatible  with  obstruc- 
tion. The  SGOT  (serum  glutamic  oxaloacetic 
transaminase)  is  only  mildly  elevated  and  this 
is  certainly  consistent  with  an  obstructive  rather 
than  parenchymal  type  of  jaundice.  This  test 
is  particularly  useful  in  differentiating  between 
surgical  and  medical  jaundice.  The  SGOT  is 
often  up  over  a 1000  in  hepatitis.  The  liver  bio- 
psy shows  cholestasis  which  could  be  either 
extra  or  intrahepatic.  This  you  would  expect 
from  the  chemistries.  In  spite  of  the  fact  that 
a drug  etiology  could  be  questioned  first,  the 
continued  weight  loss  and  weakness  without 
chills  and  fever  make  one  doubt  the  initial  im- 
pression of  drug  induced  jaundice.  The  physical 
examination  showing  dark  pigmentation  and 
enlarged  liver  makes  one  think  of  Addison’s 
Disease  or  perhaps  hemachromatosis.  The  bleed- 
ing of  the  cervix  on  contact  is  not  particularly 
alarming  in  view  of  the  Class  II  Pap  smear.  I 
think  that  you  can  get  contact  bleeding  in  pa- 
tients of  this  age  group  commonly.  The  serum  Fe 
of  114  micrograms/ 100  ml.  is  within  normal 
range  and  this  would  be  unlikely  in  hemachro- 
matosis. The  saturation  is  also  within  normal 
limits  and  you  would  expect  the  saturation  to 
be  much  higher  in  hemachromatosis.  The  second 
liver  biopsy  shows  a biliary  cirrhosis  with 
marked  changes  from  the  first  biopsy.  The  x- 
rays  of  the  gastrointestinal  tract  were  normal. 
These  help  rule  out  some  of  the  common  causes 
of  jaundice.  One  might  expect  to  see  the  inver- 
ted 3 sign  or  widening  of  the  duodenal  loop  in 
carcinoma  of  the  pancreas.  I might  note  here 
that  the  patient  did  not  complain  of  pain.  At 
least  it  is  not  mentioned  in  the  protocol. 

DR.  BARLOW:  Yes,  that  is  correct. 

DR.  CUTSHALL:  This  jaundice,  therefore,  was 
relatively  painless.  From  my  reading  and  also 
from  my  experience,  carcinoma  of  the  pancreas 
is  usually  associated  with  pain  rather  than  being 
painless.  I think  in  spite  of  the  pigmentation, 
we  can  rule  out  hemachromatosis  from  the  nor- 
mal Fe  values,  the  lack  of  ascites  (which  is  not 
mentioned  here)  and  the  bilirubin  which  is  not 
usually  this  high.  The  liver  function  tests  in 
hemachromatosis  are  also  not  of  an  obstructive 
pattern.  The  disease  is  usually  seen  more  in 
males  than  in  females.  When  it  is  seen  in  females 
it  is  seen  in  post-menopausal  females.  Hema- 
chromatosis sometimes  can  have  a familial 
tendency.  The  characteristic  tetrad  of  hema- 
chromatosis — diabetes  mellitus,  liver  disease, 
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bronzing  of  the  skin  and  cardiac  failure  is  not 
corroborated  by  the  data  as  I have  mentioned. 

I believe  this  case  comes  down  to  a differen- 
tial diagnosis  of  jaundice  or  hyperbilirubinemia. 
Before  classifying  jaundice  I think  that  it  should 
be  pointed  out  that  often  there  are  several  fac- 
tors in  relation  to  jaundice  rather  than  one 
single  one.  Most  classifications  of  jaundice  are 
anatomic  and  probably  the  most  common  one  is 
division  into  three  groups:  prehepatic,  hepatic, 
and  posthepatic.  In  prehepatic  jaundice  you 
have  hemolytic  anemia  caused  by  infection, 
drugs,  vegetable  allergies  such  as  the  fava  beans 
(G-6  PD  deficiency),  Animal  poisons,  snake 
venom,  immune  reactions,  sickle  cell  anemia, 
Mediterranean  anemia  (thalassemia),  and  hemo- 
lytic anemia  secondary  to  leukemia  and  lym- 
phomas such  as  Hodgkins  disease.  Familial  non- 
hemolytic jaundice  due  to  enzyme  deficiency  in 
the  liver  is  also  a rare  cause  of  prehepatic  jaun- 
dice. With  many  of  these  diseases  there  is  fever, 
weakness,  pallor,  and  splenomegaly.  You  can 
see  that  the  pictures  do  not  fit  in  this  case. 

The  second  major  cause  of  jaundice  is  the 
parenchymal  or  hepatocellular  type  of  jaundice 
which  may  be  of  an  acute  or  chronic  nature. 
The  acute  type  includes  such  diseases  as  viral 
hepatitis,  infectious  mononucleosis,  leptospirosis, 
tuberculosis  and  others.  Chronic  hepatitis  can 
be  due  to  chemicals  such  as  arsenic,  benzene, 
and  sulfa  compounds.  One  of  the  most  common 
causes  of  chronic  hepatocellular  disease  with 
jaundice  is  cirrhosis  of  postnecrotic,  posthep- 
atitic or  nutritional  etiology.  Anorexia,  weak- 
ness, and  weight  loss  in  this  patient  could  fit  the 
diagnosis  of  cirrhosis.  There  is  often  right 
upper  quadrant  pain  in  cirrhosis  but  this  patient 
had  painless  jaundice.  Fever  is  usually  absent 
and  splenomegaly  does  not  occur  until  late. 
Pruritis  is  minimal.  The  diagnosis  does  not  fit 
in  this  case. 

The  third  type  is  due  to  posthepatic  or  ob- 
structive lesions  and  is  commonly  called  surgical 
jaundice  as  opposed  to  the  hepatocellular  disease 
which  causes  medical  jaundice.  The  extrahepatic 
causes  of  obstruction  are  stones  and  occasionally, 
especially  in  some  parts  of  the  world,  parasites 
such  as  ascaris.  Rarely  foreign  body  or  obstruc- 
ting tumors  involving  the  wall  of  the  common 
duct  such  as  carcinoma  of  the  bile  ducts  or  am- 
pulla of  Vater  can  frequently  cause  jaundice. 
These  are  certainly  a possibility  here.  Stricture 
of  the  duct  after  surgery  can  also  cause  obstruc- 
tion. Extrinsic  compression  of  the  bile  duct  by 
carcinoma  of  the  head  of  the  pancreas,  pan- 


creatic cyst  and  metastatic  enlargement  of 
lymph  nodes  compressing  the  bile  duct  are 
other  causes  of  obstruction. 

We  are  given  a diagnosis  and  that  is  biliary 
cirrhosis.  There  are  two  types:  One  is  Hanot’s 
cholangitic  cirrhosis  or  primary  biliary  cirrhosis. 
The  pathology  is  due  to  inflammation  of  the 
ducts  with  secondary  fibrosis  and  hepatocel- 
lular degeneration.  Hanot’s  cirrhosis  affects 
mainly  the  smaller  biliary  ducts  and  is  seen  in 
adult  females.  The  portal  spaces  are  enlarged 
and  there  is  much  connective  tissue.  Usually 
splenomegaly  is  present  in  this  disease  but  it 
does  not  have  to  be.  There  is  often  clubbing  of 
the  fingers  and  toes.  Portal  hypertension  may 
not  develop  until  late.  The  disease  is  poorly 
understood.  The  patient  develops  progressive 
liver  failure. 

The  other  type  of  biliary  cirrhosis  is  due  to 
obstruction  of  the  larger  biliary  ducts  with 
biliary  cirrhosis  and  degenerative  changes  oc- 
curring in  the  cells  in  late  stages.  This  disease 
eventually  results  in  liver  failure  with  death 
in  anywhere  from  one  to  ten  years.  You  can 
live  a long  time  with  this.  Causes  such  as  stone, 
stricture,  or  low  grade  malignancy  are  seen. 

In  conclusion  then  we  have  a patient  with  an 
obstructive  jaundice  confirmed  by  laboratory 
tests  revealing  a hyperbilirubinemia,  a mark- 
edly increased  alkaline  phosphatase,  relatively 
normal  SCOT  and  protein  values,  and  a normal 
prothrombin  time.  The  patient  had  marked 
weight  loss  and  prolonged  biliary  obstruction  as 
indicated  by  the  production  of  biliary  cirrhosis 
confirmed  by  two  biopsies.  I cannot  determine 
whether  the  obstruction  was  intrahepatic  or 
extrahepatic.  I must  strongly  consider  adeno- 
carcinoma of  the  head  of  the  pancreas  even 
though  the  jaundice  was  painless.  Carcinoma 
of  the  ampulla  of  Vater  or  bile  ducts  must  be 
considered: 

DR.  CUTSHALL'S  DIAGNOSIS: 

1.  Obstructive  jaundice  due  to: 

a.  ? carcinoma  of  the  head  of  the 

pancreas 

b.  ? carcinoma  of  the  bile  ducts  or 

ampulla  of  Vater 

*DR.  WEGNER:  Do  you  think  this  malignancy 
was  metastatic  to  the  liver? 

DR.  CUTSHALL:  No,  I do  not,  the  liver  was 
quite  smooth  on  palpation  and  this  is  a helpful 
sign. 

* Pathologist,  Sioux  Valley  Hospital,  professor  of 
pathology,  School  of  Medicine,  University  of  South 
Dakota. 
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*DR.  ENSBERG:  Nothing  was  said  in  the  pro- 
tocol about  the  stools  in  this  case. 

DR.  CUTSHALL:  Yes,  I noticed  that.  I could 
guess  that  the  obstruction  was  not  complete  or 
the  bilirubin  would  have  shown  a progressive 
rise.  Actually,  the  bilirubin  was  if  anything 
slightly  lower  on  the  second  admission  over  the 
first  admission.  I would  also  think  they  would 
have  mentioned  the  fact  that  the  stools  were 
acholic  if  they  had  been  so. 

****DR.  JONES:  The  stools  were  of  gray  color 
to  light  brown  but  not  completely  acholic. 
**DR.  SCHULTZ:  Can  jaundice  from  the  drugs 
that  produce  cholestasis  last  this  long? 

DR.  CUTSHALL:  No,  usually  when  you  fake  a 
person  off  the  drugs  it  clears  up  in  a matter  of 
a month  or  two  but  may  last  longer.  I think  that 
this  case  is  not  due  to  drug  jaundice  alone. 
***DR.  DONAHOE:  Was  a liver  scan  done? 

DR.  BARLOW:  No,  they  were  not  available  at 
that  time. 

***DR.  FERRELL:  Was  the  use  of  steroids 
considered  here? 

DR.  JONES:  Yes,  I did  not  use  them  partially 
because  of  the  patient’s  diabetes. 

DR.  CUTSHALL:  How  long  did  this  entire  dis- 
ease process  last? 

DR.  JONES:  This  lasted  for  about  a year  and 
a half. 

DR.  ENSBERG:  Did  the  patient  lose  her  weight 
gradually  and  what  was  her  chief  complaint? 
DR.  JONES:  The  patient’s  main  complaint  was 
generalized  weakness  and  she  lost  the  weight 
of  40  lbs.  over  an  eight  month  period.  Sub- 
sequently, she  had  lost  probably  30-50  lbs.  more 
and  died  in  cachexia. 

DR.  CUTSHALL:  There  was  no  evidence  of 
thrombophlebitis,  was  there? 

DR.  JONES:  No. 

DR.  CUTSHALL:  The  patient  was  jaundiced  the 
whole  time,  was  she  not? 

DR.  JONES:  Yes,  she  was. 

DR.  DONAHOE:  What  do  you  feel  the  sig- 
nificance of  the  deep  pigmentation  is? 

DR.  JONES:  The  pigmentation  was  striking. 
I do  not  know  its  significance.  The  patient  was 
almost  Negroid.  There  was  no  buccal  pigmen- 
tation as  in  Addison’s  disease.  I saw  this  patient 

*Surgeon,  Sioux  Valley  Hospital,  Clinical  Faculty, 
School  of  Medicine,  University  of  South  Dakota. 
**Pathologist,  Sioux  Valley  Hospital,  associate  pro- 
fessor of  pathology,  School  of  Medicine,  Univer- 
sity of  South  Dakota. 

***Internist,  Sioux  Valley  Hospital,  Clinical  Faculty, 
School  of  Medicine,  University  of  South  Dakota. 
****Assistant  Dean,  School  of  Medicine,  University 
of  South  Dakota,  Internist,  Sioux  Valley  Hospital. 


in  consultation  on  her  first  admission.  At  that 
time  she  had  an  enlarged  liver  with  a jaundice  | 
beginning  after  a drug  history.  I considered  that 
the  jaundice  was  due  to  drug  cholestasis.  I did  a 
liver  biopsy  and  did  not  see  the  patient  again 
until  after  the  drugs  were  stopped  and  insulin 
was  begun.  Since  the  patient’s  physician  left 
town,  I did  not  see  the  patient  again  until  five 
months  later  and  she  was  still  jaundiced,  had 
a dark  brown  pigmentation,  had  an  enlarged 
liver,  and  had  a history  of  a marked  weight  loss. 
She  looked  extremely  chronically  ill  as  com- 
pared to  the  first  time  I had  seen  her.  I ran  the 
tests  that  you  see  in  the  protocol.  Because  I was 
no  longer  sure  this  was  a drug  induced  jaundice, 

I presented  the  patient  to  a medical  conference. 
The  consensus  (including  Dr.  Cutshall)  was  that 
the  patient  should  be  operated  on.  I presented 
this  to  the  patient  but  she  refused. 

DR.  WEGNER:  Do  any  of  the  medical  students 
have  any  questions  about  this  case? 

MEDICAL  STUDENT:  Could  you  diagnose 
hemachromatosis  on  a liver  biopsy? 

DR.  BARLOW:  Yes,  you  certainly  can.  It  was 
not  present  here. 

DR.  JONES:  Yes,  we  specifically  looked  for  that 
and  I was  rather  surprised  at  one  point  to  find 
that  it  was  not  present. 

DR.  WEGNER:  What  would  you  expect  to  find 
in  the  skin  of  a patient  with  hemachromatosis? 
MEDICAL  STUDENT:  Although  the  pigment 
in  the  liver  is  hemosiderin,  the  pigmentation  of 
the  skin  is  due  to  melanin,  isn’t  it? 

DR.  WEGNER:  Yes,  that  is  correct. 

DISCUSSION: 

DR.  BARLOW:  This  case  points  out  several  im- 
portant points.  One  is  that  a small  strategically 
situated  lesion  can  cause  a lot  of  trouble.  This 
gross  photograph  shows  the  marked  distention 
of  the  common  duct  and  gallbladder  (Fig.  I). 
The  cause  of  the  obstruction  is  illustrated  in 
these  photographs  which  demonstrate  an  in- 
filtrating adenocarcinoma  of  the  ampulla  of 
Vater  (Fig.  II,  III  and  IV).  Better  differentiated 
areas  of  the  tumor  are  also  present  (Fig.  V).  The 
next  photomicrograph  shows  one  of  the  liver 
biopsy  specimens  which  is  characterized  by 
marked  bile  stasis.  You  cannot,  unfortunately, 
tell  from  liver  biopsy  intrahepatic  from  extra- 
hepatic  obstruction.  If  bile  lakes  are  present  or 
polymorphonuclear  leukocytes  are  seen  in  bile 
ducts,  extrahepatic  obstruction  is  more  likely. 
This  photomicrograph  (Fig.  VI)  demonstrates 
bile  lakes.  These  were  present  at  autopsy  but 
were  not  seen  in  the  biopsy  specimens.  Basically 
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then  one  is  usually  forced  to  explore  a patient 
with  obstructive  liver  chemistries  since  drug 
cholestasis  or  primary  biliary  cirrhosis  cannot 
be  distinguished  from  an  extrahepatic  correct- 
able lesion.  In  this  case  the  patient  did  not  wish 
! to  have  exploration.  Careful  history  taking  may 


Figure  I. 

This  is  a view  of  the  under  surface  of  the  liver. 
Arrows  point  to  a markedly  distended  common  bile 
duct  leading  to  a distended  (courvoisier)  gallbladder. 


Figure  II. 

The  duodenum  has  now  been  opened  and  reflected 
over  distended  bile  duct  (Fig.  I)  revealing  a small 
lesion  blocking  the  ampulla  of  Vater. 


Figure  III. 

Arrows  point  to  lesion  blocking  ampulla  of  Vater. 


Figure  IV. 

Photomicrograph  of  lesion  at  ampulla  of  Vater  illus- 
trating an  infiltrating  adenocarcinoma.  In  the  center 
of  the  picture  is  a nerve  surrounded  by  neoplastic 
glands  in  the  perineural  space. 


Figure  V. 

Areas  of  well  differentiated  adenocarcinoma  in  the 
same  tumor. 


Figure  VI. 

Large  bile  lake  at  autopsy  in  liver.  This  is  diagnostic 
of  extrahepatic  obstruction  but  was  not  seen  in  either 
biopsy.  The  portal  space  is  widened  indicating  biliary 
cirrhosis. 
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help  to  suggest  drug  cholestasis  or  the  idiopathic 
obstructive  recurrent  cholestasis  of  pregnancy. 
These  subside  when  the  drug  is  stopped  or  preg- 
nancy terminates.  However,  if  the  jaundice  per- 
sists, exploration  is  indicated. 

By  the  time  of  the  second  biopsy  in  this  pa- 
tient, biliary  cirrhosis  had  already  developed. 
The  development  of  biliary  cirrhosis  can  de- 
velop at  a variable  rate  depending  on  the  pres- 
ence or  absence  of  secondary  infection. 

The  presence  of  hyperpigmentation  of  the  skin 
in  this  case  suggests  primary  biliary  cirrhosis. 
This  disease  is  often  seen  in  women  over  age  40 
and  is  characterized  by  marked  intrahepatic 
cholestasis  which  progresses  over  a period  of 
months  or  years  to  biliary  cirrhosis.  An  obstruc- 
tive pattern  is  seen  in  the  liver  chemistries  and 
often  there  is  a marked  hypercholesterolemia 
with  peripheral  xanthomas.  Several  of  the 
features  of  this  disease  were  present  in  this  case. 
Primary  biliary  cirrhosis  requires  bile  duct  ex- 
ploration for  a definite  diagnosis. 

I would  like  to  say  a few  words  about  liver 
function  tests.  These  tests  number  well  over 
a hundred.  The  reason  for  so  many  is  that  no 
single  test  or  even  group  of  tests  gives  all  of 
the  answers.  The  usual  recourse  is  to  select  a 
group  of  tests  which  are  reliable,  time  honored 
and  relatively  easy  to  perform  with  accuracy 
and  precision.  The  tests  which  we  have  selected 
at  Sioux  Valley  Hospital  are:  1)  The  serum 
glutamic  oxaloacetic  transaminase.  This  is  a 
good  indicator  of  acute  parenchymal  necrosis. 
I feel  it  is  somewhat  less  specific  but  just  as 
helpful  as  a serum  pyruvic  oxaloacetic  tran- 
saminase. 2)  The  alkaline  phosphatase  is  a good 
indicator  of  obstructive  disease  or  liver  infiltra- 
tion. 3)  The  serum  bilirubin  with  direct  and 
indirect  fractions  — actually  the  fractionation 
is  only  effective  in  differentiating  hemolytic 
jaundice  from  other  types  of  jaundice.  I do  not 
believe  it  can  be  used  to  differentiate  obstruc- 
tive disease  from  parenchymal  disease.  4)  The 
total  protein  with  electrophoresis  — the  pattern 
cannot  only  judge  the  severity  of  the  decrease 
in  albumin  and  increase  in  globulin  often  seen  in 
chronic  liver  disease  but  scanning  the  pattern 
can  often  differentiate  liver  disease  from  other 
causes  of  decrease  in  albumin  and  increase  in 
globulin.  5)  The  prothrombin  time  — elevation 
is  a good  indicator  of  the  severity  of  liver  dis- 
ease and  can  be  used  to  differentiate  obstructive 
disease  from  parenchymal  disease.  In  the  former 
the  prolonged  time  is  rectified  by  administration 
of  parenteral  Vitamin  K,  but  in  the  latter  it  is 
not. 


FINAL  PATHOLOGIC  DIAGNOSES: 

1.  Adenocarcinoma  of  ampulla  of  Vater,  well 
differentiated  with: 

a.  Obstruction  of  the  common  bile  duct 

b.  Biliary  cirrhosis 

c.  Hemorrhage  from  esophageal  varices 

d.  Ascites 

e.  Jaundice 

f.  Bile  Casts,  kidneys 

2.  Coronary  artery  atherosclerosis,  moderate 

3.  Pulmonary  congestion 

POST  AUTOPSY  DISCUSSION: 

MEDICAL  STUDENT:  What  do  you  do  for 
hemachromatosis? 

DR.  CUTSHALL:  One  of  the  treatments  is  mul- 
tiple phlebotomies.  I have  drawn  85  units  from 
one  patient  who  had  hemachromatosis. 
MEDICAL  STUDENT:  Do  they  get  anemic? 
DR.  CUTSHALL:  No,  they  do  not,  they  have 
markedly  increased  iron  stores. 

DR.  DONAHOE:  I would  like  to  ask  the  sur- 
geons a question.  Would  you  have  operated  on 
this  patient?  And  when? 

*DR.  NELSON:  I think  you  should  always  op- 
erate on  patients  such  as  this  if  you  can  rule 
out  hepatitis.  I might  have  followed  her  for  a 
few  months  but  with  this  picture  I think  she 
definitely  needed  a laparotomy. 

DR.  ENSBERG:  I certainly  would  have  operated 
on  the  patient.  I find  it  hard  to  escape  the  chem- 
istries compatible  with  obstructive  jaundice  as 
well  as  the  history  of  weakness  and  weight  loss 
suggesting  a malignancy.  I am  not  exactly  sure 
how  long  I would  have  followed  the  patient. 
*DR.  BURNS:  I think  I would  have  used  a 
known  surgical  aphorism  — that  is,  if  the  pa- 
tient maintains  an  increased  bilirubin  and  an 
increased  alkaline  phosphatase  and  those  tests 
persist  for  one  week  at  the  same  level  she  should 
be  operated  upon. 

DR.  NELSON:  The  thing  that  I would  worry 
about  in  following  that  rule  is  that  you  have 
to  watch  out  for  hepatitis.  This  is  why  I like  to 
give  the  patient  up  to  two  months.  Operating 
on  hepatitis  is  a tragedy. 

DR.  CUTSHALL:  Do  you  think  this  could  have 
been  due  to  a stone? 

DR.  NELSON:  No,  I do  not  think  the  clinical 
picture  in  this  case  could  have  been  due  to  ob- 
struction from  gallstones.  There  was  no  fluc- 
tuation in  the  jaundice,  no  signs  of  sepsis  such 
as  chills  or  fever.  There  was  a persistent  lack  of 

* Surgeon,  Sioux  Valley  Hospital,  Clinical  Faculty, 
School  of  Medicine,  University  of  South  Dakota. 
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pain  and  there  was  weight  loss.  In  a patient  with 
stones,  I expect  to  see  some  signs  of  ascending 
infection  and  fluctuation  in  the  bilirubin  value. 
DR.  ENSBERG:  I might  say  also  that  the  weak- 
ness, malaise,  and  anorexia  suggest  malignancy. 
DR.  JONES:  Of  course,  they  could  also  repre- 
sent an  obstructive  phase  of  hepatitis  which 
could  also  give  rise  to  those  symptoms. 

DR.  ENSBERG:  I did  not  note  any  stool  for 
occult  blood.  I might  say  that  there  is  an  old 
aphorism  that  a patient  with  obstructive  jaun- 
dice and  occult  blood  in  the  stool  has  carcinoma 
of  the  ampulla  of  Vater  until  proved  otherwise. 
DR.  BARLOW:  I am  fortunate  for  one  small 
thing  in  this  case  and  that  is  that  I did  not  have 
to  do  a frozen  section  on  the  lesion  from  the 
ampulla  of  Vater.  Frozen  sections  from  the 
region  of  the  ampulla  of  Vater  or  around  the 
pancreas  are  extremely  difficult  to  diagnose 
either  on  frozen  or  permanent  section.  This  is 
because  there  are  small  ducts  in  this  area  which 
can  simulate  carcinoma.  At  any  rate,  we  did  not 
have  the  opportunity  in  this  patient  because  she 
refused  surgery. 
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New  Comfort  for  the  Bedridden: 

DURALAMB3 

SHEEPSKIN  l!Ss 

Prevent  ulcers  and  bed  sores,  promote  healing. 
Sheepskins  are  truly  soft,  absorbent,  and  mini- 
mize abrasion.  They  improve  circulation,  stay  in 
place,  allow  air  to  circulate  around  body.  Also  try 
Duralamb  Wheel  Chair  and  Auxiliary  Pads,  Elbow 
Pads  and  Heel  Bootees. 

The  perfect  Sheepskin  Launderer 

DIP  5n  DRI 


Dip  'n  Dri’s  bacterio- 
static action  counters 
bacteria  build-up,  and 
revitalizes  sheepskins. 


FOR  ALL  LEADING  HOSPITAL  AND  ^ 
SURGICAL  SUPPLIES,  SICKROOM 
NEEDS  AND  CONVALESCENT  AIDS. 


f 


KREISER  SURGICAL,  INC. 

Sioux  Falls  Rapid  City 


THE  BANKERS  LIFE 

BANKERS  LIFE  COMPANY  DES  MOINES,  IOWA 


ASSISTANT  MEDICAL  DIREC- 
TOR — We’re  looking  for  a physician 
under  age  40,  man  or  woman,  who  will 
appreciate  working  in  a pleasant  en- 
vironment and  one  of  the  best  locations 
in  the  nation  to  raise  a family.  We 
prefer  at  least  two  years  of  private 
practice;  may  be  internist,  surgeon, 
psychiatrist  or  general  practitioner. 

This  career  position  on  our  medical 
team  includes  good  hours  and  liberal 
vacation  and  benefit  program.  Salary 
is  negotiable.  If  interested  write  to  our 
Medical  Director:  Fred  Dinkier, 
M.D.,  The  Bankers  Life,  711  High 
Street,  Des  Moines,  Iowa  50307. 
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LEVI  STRAUSS  SCO.  WILL 
GIVE  A FREE  PAIR  OF  LEVIS 
TO  ANYONE  WHO JV1EASURES 
OUT  TOA-.,,^  . 

FINCH  WAIST) 


DRINKING  TOA 
LADY'S  HEALTH, 
QUAFFED  ONECUP 
OF  WINE  FOR  EVERY 
LETTER  OF  HER  NAME! 


DISCOVERED 

FAT  PEOPLE  ARE  FAR 
MORE  APT  TO  DIE 
SUDDENLY  THAN 
THIN  PEOPLE  I / 


THE 

COST  OF 

AM  BAR 
EXTENTABS 

IS  APPROXIMATELY  10%T040% 

LESS  THAN  THAT  OF  OTHER  LEAD- 
ING APPETITE  SUPPRESSANTS 

AN  IMPORTANT  FACTOR 
IN  LONG  TERM  THERAPY 


Control  food  and  mood 
all  day  long  with 
a single  morning  dose 


AMBAFT2 


EXTENTABS 


methamphetamine  HCI 15  mg., 
phenobarbital  64.8  mg.  (1  gr.) 
(Warning:  may  be  habit  forming). 


A.  H.  ROBINS  COMPANY 
RICHMOND,  VA.  23220 


/FIT  ROBINS 


One  Ambar  Extentab  before  break- 
fast can  help  control  most  patients’ 
appetites  for  up  to  1 2 hours.  Metham- 
phetamine, the  appetite  suppressant, 
gently  elevates  mood  and  helps 
overcome  dieting  frustrations.  Phe- 
nobarbital, the  sedative  in  Ambar, 
controls  irritability  and  anxiety  . . . 
helps  maintain  a state  of  mental 
calm  and  equanimity.  Both  work  to- 
gether to  ease  the  tensions  that 
erode  the  will  power  during  periods 
of  dieting. 

BRIEF  SUMMARY/Indications:  Am- 
bar suppresses  appetite  and  helps 
offset  emotional  reactions  to  dieting. 


Contraindications:  Hypersensitivity 
to  barbiturates  orsympathomimetics; 
patients  with  advanced  renal  or 
hepatic  disease.  Precautions:  Ad- 
minister with  caution  in  the  presence 
of  cardiovascular  disease  or  hyper- 
tension. Side  Effects:  Nervousness 
or  excitement  occasionally  noted, 
but  usually  infrequent  at  recom- 
mended dosages.  Slight  drowsiness 
has  been  reported  rarely.  See  pack- 
age insert  for  further  details. 

Also  available:  Ambar  #1  Extentabs® 
— methamphetamine  hydrochloride 
10  mg.,  phenobarbital  64.8  mg.  (1  gr.) 
(Warning:  may  be  habit  forming). 
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News  Notes  • Changes  • Births  • News 


Pop's  Proverbs 

A job  ends,  really,  only 
when  you  die  — and  then 
some  one  else  may  take  it 
on. 


F.  T.  Younker,  M.D.,  form- 
erly of  Milbank,  has  come  out 
of  retirement  and  established 
a general  practice  in  Bryant. 

s|«  :jc  ijj 

The  Yankton  Clinic  an- 
i nounced  the  association  of 
David  Holzwarth,  M.D.  for  the 
practice  o f obstetrics  and 
gynecology.  Dr.  Holzwarth 
recently  completed  his  resi- 
dency training  at  Chicago 
Wesley  Memorial  Hospital. 

sfc  Jp.  :|< 

H.  H.  Brauer,  M.D.,  Sisseton, 
participated  in  a panel  discus- 
sion on  drug  abuse  at  a local 
Kiwanis  Club  meeting. 

The  Faulkton  Community 
Club  presented  a plaque  to 
R.  V.  Avotins,  M.D.  in  special 
recognition  of  his  16  years  of 
dedicated  service  to  the  people 
in  the  Faulkton  area. 

G.  Robert  Bariron,  M.D., 

Watertown,  has  accepted  an 
invitation  to  speak  at  the  Ala- 
bama Political  Action  Com- 
mittee luncheon  to  be  held  in 
Mobile,  Alabama  on  May  1. 


The  American  Academy  of 
Pediatrics  has  selected  Fred 
Leigh,  M.D.,  Huron,  to  serve 
as  Head  Start  consultant  in 
South  Dakota. 

Governor  Frank  Farrar  pre- 
sented the  “Outstanding  Phys- 
ician” award  for  the  state  of 
South  Dakota  to  G.  J.  Van 
Heuvelen,  M.D.,  head  of  the 
State  Department  of  Health  in 
Pierre. 

A.  A.  Lampert,  M.D.,  Rapid 
City,  has  been  elected  vice 
chairman  of  the  Council  on 
Legislative  Activities  of  the 
American  Medical  Associa- 
tion. 


YOUR 

CONTRIBUTION 
TO  THE 

SOUTH  DAKOTA 
MEDICAL  SCHOOL 
ENDOWMENT 
FUND 
IS  NEEDED 


The  South  Dakota  Heart  As- 
sociation has  granted  the  Uni- 
versity of  South  Dakota  Med- 
ical School  $970  to  buy  a new 
internal  cardiac  pacemaker. 
This  equipment  is  available 
for  the  use  of  doctors  through- 
out the  state  free  of  charge. 

B.  C.  Gerber,  M.D.,  Aber- 
deen, was  elected  to  the  Board 
of  Directors  of  the  South  Da- 
kota Farm  Safety  Council  for 
1970. 

R.  H.  Hayes,  M.D..  Vermil- 
lion, spoke  on  “Quality  Living 
Through  Improved  Health 
Care”  at  the  all  day  conference 
on  Creative  Use  of  Woman- 
power  held  in  Pierre. 


H.  P.  Volin,  M.D.,  Len- 
nox, died  following  a 
lengthy  illness  February  16 
at  the  age  of  84.  Dr.  Volin 
received  his  medical  degree 
from  Northwestern  Univer- 
sity in  1910.  He  moved  to 
Lennox  in  1914  and  prac- 
ticed there  until  the  time  of 
his  death.  The  State  Med- 
ical Association  awarded 
Dr.  Volin  his  50  year  recog- 
nition pin  in  1964.  He  is  sur- 
vived by  his  wife,  two 
daughters,  Maxine  Volin, 
Lennox,  and  Mrs.  Robert 
Johnston,  Sioux  Falls,  and 
a son,  V.  V.  Volin,  M.D., 
Sioux  Falls. 
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The  Following  Companies  are  the  “SPONSORING 
FIRMS”  for  the  1970  Annual  Meeting  of  the 
South  Dakota  State  Medical  Association 


ROCHE  LABORATORIES 

NUTLEY,  NEW  JERSEY 

ROWELL 

LABORATORIES,  INC. 

BAUDETTE,  MINNESOTA 

SOUTH 

DAKOTA  HEART  ASSOCIATION 

WATERTOWN,  SOUTH  DAKOTA 

Stuart 

Division  ATLAS  CHEMICAL  INDUSTRIES,  INC. 

PASADENA,  CALIFORNIA 

E.  R.  SQUIBB  & SONS 

INC. 

NEW  YORK,  NEW  YORK 

THE  UPJOHN  COMPANY 


KALAMAZOO,  MICHIGAN 

£cutk  hakcta  Slue  Shield 

SIOUX  FALLS,  SOUTH  DAKOTA 
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The  Senate  Finance  Committee  has  released  a 323  page  document  which  is  very  derogatory 
to  the  physicians  and  to  the  insurance  intermediaries.  As  a result  of  this  long  castigation  of  our 
profession,  we  can  look  for  repeated  assailment  via  the  news  media  over  the  next  many  months. 

In  view  of  this,  it  is  imperative  that  all  physicians  acquaint  themselves  with  many  true  facts 
that  exist.  Your  patients  — friends  and  enemies  will  be  presenting  you  with  many  figures  and 
so  called  facts.  Be  in  a position  to  answer  them! 


FACTS 

The  term  “medical  care”  as  used  by  the  government,  refers  to  the  entire  health  care  industry 
and  does  not  signify  only  professional  services. 

There  have  been  only  two  physicians  convicted  of  fraud  in  the  United  States  during  the  3 V2 
years  of  government  intervention  in  health  care. 

Private  physicians  reportedly  receiving  extraordinary  sums  of  money 
ernment  actually  represent  payments  to  large  clinics  or  charity  hospital  groups.  (Recent  news 
releases  from  New  York,  Colorado,  etc.) 

Physicians’  fees  represent  only  11%  of  Medicare  payments  and  8%  of  the  Medicaid  payments 
made  by  the  government  agencies. 

The  government  was  informed  by  all  reliable  sources  prior  to  the  onset  of  the  Title  XVTII  and 
Title  XIX  programs  that  costs  were  being  grossly  underestimated.  The  government  s own  actuaries 
recently  stated  that  the  costs  were  being  underestimated. 

No  release  has  been  made  as  to  the  cost  of  administration  of  the  government  health  care  plans. 

Recent  government  authorities  have  stated  for  the  news  media  that  the  government  should  de- 
velop a maximum  fee  schedule  for  physicians.  A “freeze’  was  established  on  Medicare  and  Med- 
iate? jfayment^to  physicians  on  July  1,  1969.  The  right  hand  of  the  government  does  not  know 

what  the  left  hand  is  doing. 

The  physician  — as  was  predicted,  has  ended  up  as  the  “scapegoat”  as  the  federal  bureaucracy 

fumbles  along.  „ 

Senator  John  J Williams  of  Delaware,  in  his  customary  role  as  “Watchdog  of  the  treasury 
has  called  for  a thorough  overhaul  of  the  entire  Medicare  program.  We  would  agree  We  would 
caution  those  that  are  calling  for  an  extension  of  “free”  medical  care  to  other  groups  or  to  all,  to  look 
before  stepping  into  a greater  financial  trap. 

The  first  order  of  business  is  to  see  what  type  of  program  works  economically  and  eiJi^ently 
for  the  care  of  our  people.  The  first  look  should  be  at  the  free  enterprise  system  that  has  offered  the 
American  people  the  best  medical  care  in  the  world. 


Robert  H.  Quinn,  M.D. 
President 
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THE  MONTH  IN  WASHINGTON 


The  Senate  Finance  Committee  approved  a 
staff  report  on  medicare  and  medicaid  which 
was  critical  of  both  physicians  and  administra- 
tion of  the  health  care  programs.  It  included  a 
recommendation  for  fee  schedules  for  phys- 
icians’ services. 

In  a joint  statement,  the  presidents  of  the 
American  Medical  Association  and  the  National 
Medical  Association  pledged  support  of  their 
organizations  to  the  committee’s  efforts  to  cor- 
rect deficiences  and  abuses  in  the  two  programs. 
However,  the  two  spokesmen  for  organized 
medicine  said  “it  would  be  tragic  if  . . . regu- 
lations were  adopted  whose  effect  would  be  to 
deny  a greatly  improved  level  of  health  care  to 
the  ghettos.” 

The  AMA-NMA  statement  said  that  “we  were 
greatly  encouraged  by  the  committee’s  com- 
ment that  it  ‘believes  that  the  majority  of  phys- 
icians for  whom  information  was  requested 
with  respect  to  medicare  and  medicaid  as  pres- 
ently structured  have  dealt  fairly  with  these 
federal  programs  and  with  the  federal  govern- 
ment.’ ” 

In  regard  to  abuses  and  fraud,  the  statement 
said: 

“Where  these  abuses  exist,  they  must  be 
rooted  out.  Both  the  AMA  and  the  NMA  are 
prepared  to  take  very  vigorous  action  within 
their  power  to  help  the  committee  and  the  gov- 
ernment accomplish  this.” 

It  was  noted  that  the  committee  had  denied 
an  AMA  request  many  months  ago  that  it  be 
given  the  names  of  physicians  involved  in  the 
committee’s  investigation. 

“Despite  this,”  the  statement  said,  “the  AMA 
and  the  NMA  through  their  own  resources  have 


been  able  to  identify  a number  of  physicians 
grossing  more  than  $25,000  in  these  programs  . . . 

“In  some  instances,  medical  societies  had  al- 
ready taken  appropriate  action  against  individ- 
ual physicians  where  the  evidence  warranted. 
In  other  instances,  however,  the  AMA  and  the 
NMA  have  found  that  many  of  the  physicians 
presumably  included  in  the  committee’s  study 
are  dedicated  physicians  working  in  isolation 
in  slum  and  rural  areas  who  are  literally  being 
overwhelmed  by  a tide  of  sick  humanity  . . . 

“We  therefore  believe  it  would  be  unfortunate 
if  the  committee’s  report  leads  the  public  to  be- 
lieve that  medicare  and  medicaid  are  riddled 
with  fraud  or  that  the  number  of  physicians 
abusing  the  programs  is  large.  Such  is  not  the 
case  . . .” 

The  report  said  that  incomplete  and  partial 
listings  indicated  4,300  individual  practitioners 
plus  an  additional  900  physician  groups  each  re- 
ceived at  least  $25,000  from  medicare  in  1968, 
including  68  who  received  $100,000  or  more.  The 
report  also  included  a long  list  of  physicians  by 
state  receiving  $25,000  or  more  from  medicaid 
in  1968.  None  was  named;  listings  were  by  code 
numbers. 

“Hundreds  of  the  payments  profiles  indicate 
that  the  physicians  involved  might  be  abusing 
the  program,”  the  report  said.  “For  example,  we 
found  many  general  practitioners  each  paid  $15,- 
000,  $20,000,  or  more  for  laboratory  services.  We 
found  large  payments  being  made  for  what  ap- 
pear to  be  inordinate  numbers  of  injections. 
In  many  cases  we  found  what  is  apparently  over- 
visiting and  gang-visiting  of  patients  in  hos- 
pitals and  nursing  homes. 
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‘The  staff  believes  that  the  majority  of  phys- 
icians on  whom  information  was  gathered  pro- 
vided medically  necessary  services  for  which 
they  were  entitled  to  charge  and  be  reimbursed. 
On  the  other  hand,  medicare’s  payments  struc- 
ture did  little  to  discourage  — in  fact,  it  encour- 
aged — high  fees,  and  thus  may  well  have  con- 
tributed to  the  very  substantial  payment  totals 
to  those  same  physicians.” 

Recently,  the  Social  Security  Administration 
reported  that  about  2,500  cases  had  been  in- 
vestigated for  fraud  or  abuse  during  the  first 
three  and  one-half  years  of  medicare.  It  was 
emphasized  that  this  was  only  a minuscule  frac- 
tion of  total  medicare  transactions.  Social  Secur- 
ity Commissioner  Robert  M.  Ball  said: 

“Medicare  pays  about  30  million  doctors’  bills 
and  12  million  bills  from  institutional  providers 
of  services  each  year.  It  is  clear  from  our  in- 
vestigations that  the  number  of  attempts  at 
fraud  or  abuse  is  relatively  very  small.” 

About  half  of  the  cases  investigated,  he  said, 
resulted  from  clerical  errors,  misunderstandings 
or  honest  mistakes  by  physicians  and  health 
services.  To  Jan.  20,  1970,  the  SSA  had  referred 
the  cases  of  13  individuals  and  organizations  to 
the  Justice  Department  with  recommendations 
for  criminal  prosecution  for  fraud.  Two  phys- 
icians have  been  convicted  in  U.  S.  district 
courts  and  indictments  have  been  returned 
against  another  five  physicians  and  one  non- 
physician. Another  five  cases  had  been  referred 
with  recommendations  that  civil  proceedings  be 
started  for  the  return  of  illegally  collected  funds. 
Early  this  year,  social  security  investigators  also 
were  preparing  an  additional  35  possible  fraud 
cases  for  referral  to  the  Justice  Department. 

The  most  common  types  of  alleged  violations 
reported  include  physicians  and  providers  bill- 
ing for  services  not  rendered,  excessive  charges, 
alteration  of  bills,  duplicate  billing,  misrepre- 
sentation of  types  of  services  or  dates  of  services, 
unreported  discounts,  or  kickbacks,  and  em- 
ployee embezzlement,  medicare  officials  said. 

The  report’s  recommendations  were  aimed 
at  providing  “bases  for  remedying  the  serious, 
costly,  and  pervasive  problems”  of  the  two  pro- 
grams and  make  them  “work  more  efficiently 
and  economically.”  However,  it  was  conceded 
that  physicians  constitute  the  cardinal  factor. 

“The  key  to  making  the  present  system  work- 
able and  acceptable  is  the  physician  and  his 
medical  society,”  the  committee  staff  said.  “We 
are  persuaded  that  at  this  point  in  time  neither 
the  government  nor  its  agents  have  the  capacity 


to  effectively  audit  medical  practice  to  assure 
that  a given  physician  functions  responsibly  in 
dealing  with  the  publicly  financed  programs. 

“While  there  is  growing  awareness  among 
many  physicians  of  the  need  for  the  profession 
to  effectively  police  and  discipline  itself,  per- 
formance has  been  spotty  and  isolated  so  far. 
Prompt  action  is  necessary  by  organized  med- 
icine (and  other  health  professions)  to  do  what 
is  required  with  respect  to  monitoring  care  pro- 
vided and  charges  made  for  the  care  . . . 

“However,  procedures  which  involve  peer 
review  should  not  be  undertaken  without  pre- 
cise spelling  out  and  assurances  that  such  re- 
view will  be  comprehensive  and  effective  — not 
paper  and  token.” 

Report  recommendations: 

— Fee  schedules  for  physicians’  services. 

— Generic  prescribing  of  drugs. 

— “Curb  overutilization  by  requiring  prior 
professional  approval  of  elective  procedures  and 
expensive  courses  of  treatment.” 

— Require  the  patient  to  name  a “primary 
physician”  to  end  “costly  ‘doctor  shopping’.” 

— Require  states  t o provide  medicaid  re- 
cipients with  statements  outlining  payments 
made  in  their  behalf. 

— Modify  present  law  “to  make  practicable 
reasonable  cost-sharing  payments  by  the  med- 
ically indigent.” 

— Prohibit  independent  collection  and  dis- 
count agencies  from  collecting  medicaid  or  med- 
icare due  bills  that  providers  have  sold  to  them. 

— Improve  federal  administration,  and  estab- 
lish cooperative  arrangements  with  and  between 
states. 

— Establish  a medicaid  fraud  and  abuse  unit 
in  HEW,  and  require  states  to  establish  similar 
units. 

— Combine  the  medicare  and  medicaid  ad- 
visory councils. 

* ❖ ❖ 

The  American  Medical  Association  urged 
changes  in  proposed  federal  regulations  con- 
cerning fraud  under  the  medicaid  program. 

“While  we  do  not  condone  in  any  way  any 
fraudulent  conduct  of  physicians  in  Title  XIX 
(medicaid)  or  in  any  professional  activity,  we 
do  believe  that  physicians  will  consider  the  new 
requirements  an  unwarranted  affront  to  their 
integrity  in  their  participation  in  the  program,” 
Dr.  Ernest  B.  Howard,  executive  vice  president 
of  the  AMA,  said  in  a letter  to  John  D.  Twiname, 
acting  administrator  of  the  medicaid  program. 

One  of  the  proposed  regulations  would  require 
physicians  to  sign  form  statements  certifying 
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that  their  claims  were  correct  and  that  they 
understood  fraud  could  subject  them  to  prose- 
cution. 

These  statements,  Dr.  Howard  said,  would 
serve  no  useful  purpose  because  physicians  al- 
ready know  that  false  claims  could  lead  to 
prosecution.  On  the  other  hand,  the  regulation 
would  be  “regarded  as  offensive  by  many  phys- 
icians since  it  obviously  impugns  their  in- 
tegrity,” the  AMA  letter  said. 

The  other  proposed  regulation  would  require 
state  agencies  to  promptly  report  suspected 
cases  of  fraud. 

“It  is  obvious  that  serious  prejudice  may  re- 
sult to  a physician  where  the  suspicion  of  fraud 
is  publicized,”  the  AMA  said.  "Even  when  the 
fraud  is  not  later  established,  irreparable  harm 
to  the  reputation  of  the  physician  will  still  have 
resulted  . . . We  believe  it  will  be  better  pro- 
cedure not  to  report  each  suspected  case,  but 
to  include  in  the  report  only  those  situations 
where  the  case  has  been  concluded  and  fraud 
has  been  established.” 

The  Nixon  Administration  submitted  a fiscal 
1971  budget  calling  for  federal  expenditures  of 
$20.6  billion  from  general  revenues  for  health 
purposes,  an  increase  of  $1.8  billion  over  current 


spending  levels.  Medicaid  and  medicare  Part  B 
(physicians’  services)  accounted  for  much  of  the 
increase. 

The  over-all  medicare  budget,  including  Part 
A (hospitalization),  increased  by  $1.2  billion  to 
$8.8  billion.  Estimated  medicaid  costs  to  the  fed- 
eral government  rose  from  $2.6  billion  to  $3.1 
billion.  However,  the  Administration  hopes  to 
cut  the  medicaid  budget  by  $235  million  by 
getting  Congress  to  approve  elimination  of  fed- 
eral aid  for  extended  care  in  mental  institu- 
tions and  nursing  homes. 

The  budget  for  the  current  1970  fiscal  year, 
ending  next  June  30,  still  had  not  been  approved 
when  the  new  budget  was  submitted.  Congress 
upheld  President  Nixon’s  veto  of  the  appropria- 
tions for  the  departments  of  labor  and  of  health, 
education  and  welfare  on  the  ground  that  it  was 
inflationary.  The  main  funds  at  issue  were  edu- 
cational aid  for  the  federally  impacted  areas. 
The  Administration  and  Congressional  leaders 
negotiated  a compromise. 

In  the  1971  budget,  the  lid  was  kept  on  health 
research  spending  by  holding  the  over-all  in- 
crease in  funds  requested  for  the  National  In- 
stitutes of  Health  to  $48  million.  Some  of  the 
institutes’  programs  were  cut  and  others  given 
only  small  increases.  Cancer  research  was  al- 
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lotted  the  largest  increase,  $28  million,  pushing 
the  1971  budget  for  the  program  to  $202.3  mil- 
lion. Heart  research  and  child  health  research 
were  increased  by  $17  million  each. 

Increases  totaling  $15.4  million  were  asked 
for  alcoholism  and  drug  addiction  programs. 

The  Food  and  Drug  Administration  budget 
was  upped  by  10  per  cent,  from  $81.3  million  to 
$89.5  million.  Of  this  hike,  nearly  $2  million 
would  be  used  to  check  safety  of  food  additives 
and  $2.2  billion  for  research  on  cancer  and  birth 
defects  in  animals  exposed  to  pesticides. 

A boost  of  $12.4  million,  to  $57.4  million,  was 
requested  for  health  services  research  and  de- 
velopment projects  “directed  primarily  at  con- 
taining the  rate  of  increase  of  medical  care 
costs  and  improving  the  availability  and  utiliza- 
tion of  health  care  especially  for  low  income 
groups.”  The  federal  programs  in  this  field  in- 
clude: the  development  of  alternatives  to  long- 
term stays  in  hospitals;  experiments  with  pri- 
vate insurance  firms  to  develop  additional 
policies  to  encourage  out-of-hospital  care;  ex- 
periments with  comprehensive  prepayment 
plans;  improvement  of  municipal  hospital  sys- 
tems, and  development  of  new  types  of  health 
service  manpower. 

An  increase  of  $25  million,  to  $320  million, 
was  requested  for  health  professions  education 
and  manpower  training  programs. 


NINTH  ANNUAL  SEMINAR  ON  CANCER 
OF  THE  BREAST 

Brown  Palace  Holel,  Denver,  Colorado 
May  14,  15,  and  16,  1970 

For  further  information,  contact  Chairman  of 
local  Arrangements  Committee,  Wendell  P. 
Stampfli,  M.D.,  Director,  Department  of 
Radiology,  Saint  Luke’s  Hospital,  Denver, 
Colorado. 


EXCEPTIONAL  OPPORTUNITY  (full 
time  position)  as  Assistant  Medical  Direc- 
tor in  Home  Office  of  Northwestern  Na- 
tional Life  Insurance  Co.,  Minneapolis, 
Minn.  Preferably  General  Practitioner  or 
Internist.  Minimum  experience  required: 
2 or  3 years’  practice  or  residency.  Five- 
day  week  with  full  fringe  benefits  includ- 
ing group  life,  hospitalization,  major  med- 
ical, disability  income,  non-contributory 
retirement  plan  and  paid  vacations.  Salary 
open.  Send  curriculum  vitae  in  first  letter 
to  Dr.  John  G.  Walsh,  Medical  Director, 
NWNL,  Box  20,  Minneapolis,  Minn.  55440 
or  call  612-372-5446. 


(Continued  from  Page  21) 

after  a cervical  disc  operation  was  properly  ex-  | 
eluded,  a Texas  intermediate  appellate  court 
ruled. 

The  patient  contended  that  her  consent  to  the 
operation  was  not  an  informed  one,  because  the 
physician  did  not  tell  her  that  a stroke  was  a 
risk  incident  to  the  operation.  The  physician 
testified  that  he  did  not  consider  a stroke  an 
anticipated  risk  of  the  operation.  In  rebuttal, 
the  patient  offered  evidence  that  another  had 
suffered  a stroke  24  hours  after  the  operation. 
Since  expert  medical  testimony  established  that 
the  physician  was  not  required  to  disclose  that 
a prior  patient  suffered  a specific  adverse  result, 
the  trial  court  properly  excluded  the  evidence, 
Moreover,  there  were  significant  differences  in 
the  ages  and  medical  histories  of  the  prior  pa- 
tient and  the  patient  involved  in  this  case.  — 
Anderson  v.  Hooker,  420  S.W.  2d  235  (Tex.,  Sept. 
27,  1967;  rehearing  denied,  Nov.  1,  1967). 


TWELFTH  ANNUAL  MIDWEST  INTER- 
PROFESSIONAL SEMINAR  ON  DISEASES 
COMMON  TO  ANIMALS  AND  MAN 

Rotunda,  South  Dakota  State  University, 
Brookings,  South  Dakota,  September  3-4,  1970. 
Dr.  Kenneth  D.  Weide,  Head,  Department  of 
Veterinary  Science,  South  Dakota  State  Uni- 
versity, Brookings,  South  Dakota  57006,  Chair- 
man. 


ANNOUNCEMENT 

The  American  EEG  Society  announces  that 
the  1970  Meeting  will  be  held  in  Washington, 
D.  C.  at  the  Shoreham  Hotel.  The  Scientific 
Session  is  to  be  held  on  the  17th,  18th  and  19th 
of  September,  1970.  Members,  as  well  as  non- 
members, are  invited  to  submit  abstracts  for 
the  presentation  at  the  meeting  by  June  1,  1970. 
The  abstracts  should  be  submitted  to:  Dr. 
Reginald  Bickford,  Department  of  Neuro- 
sciences, University  of  California,  LaJolla, 
California  92037. 


Wanted:  Internist  or  General  Practitioner 
for  staff  position  on  201  bed  Medical  Serv- 
ice of  University  affiliated  V.A.  Hospital. 
Excellent  fringe  benefits  and  retirement 
program.  Nondiscrimination  in  employ- 
ment. Congenial  colleagues.  Pleasant 
working  conditions.  Airconditioned  hos- 
pital. License  in  any  State  required.  Reg- 
ular hours.  For  further  information  con- 
tact Elwood  Buchman,  M.D.,  Chief,  Med- 
ical Service.  V.A.  Hospital,  Des  Moines, 
Iowa,  50309.  Phone:  515-255-2173,  Ext.  250. 
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(continuous  release  form) 


(diethylpropion  hydrochloride) 

works  on  the  appetite 
not  on  the 'nerves’ 


When  girth  gets  out  of  control,  TEPANIL  can  provide  sound 
support  for  the  weight  control  program  you  recommend. 
TEPANIL  reduces  the  appetite  — patients  enjoy  food  but  eat 
less.  Weight  loss  is  significant— gradual— yet  there  is  a rela- 
tively low  incidence  of  CNS  stimulation. 

Contraindications:  Concurrently  with  MAO  Inhibitors,  in  patients  hypersensitive  to 
this  drug;  in  emotionally  unstable  patients  susceptible  to  drug  abuse. 

Warning:  Although  generally  sofer  than  the  amphetamines,  use  with  great  caution  In 
patients  with  severe  hypertension  or  severe  cardiovascular  disease.  Do  not  use  dur- 
ing first  trimester  of  pregnancy  unless  potential  benefits  outweigh  potential  risks. 
Adverse  Reactions:  Rarely  severe  enough  to  require  discontinuation  of  therapy,  un- 
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GASTROINTESTINAL  BLEEDING  IN 
CARCINOMA  OF  THE  PANCREAS 

L.  I.  DeMarco,  M.D.  and  R.  E.  Nelson,  M.D. 


In  carcinoma  of  the  pancreas,  gastrointestinal 
bleeding  occurs  in  10-50%  of  reported  cases.1-  2 
It  is  more  common  in  carcinomas  involving  the 
body  and  tail  than  the  head  of  the  pancreas.3-  4 
Gastrointestinal  bleeding  usually  signifies  ad- 
vanced pancreatic  carcinoma.  However,  gastro- 
intestinal bleeding  may  occur  any  time  in  the 
course  of  this  malignancy  and  may  even  be  the 
presenting  symptom.5 

Gastrointestinal  bleeding  in  pancreatic  car- 
cinoma may  manifest  as  occult  stool  blood, 
hemoptysis  and/or  melena.  Occasionally,  gas- 
trointestinal bleeding  may  be  so  occult  as  to 
cause  diagnostic  problems  or  so  massive  as  to 
result  in  death.6 

Gastrointestinal  bleeding  in  pancreatic  car- 
cinoma occurs  from  various  sources:  1)  Hemor- 
rhage from  intestinal  wall  metastasis;7  2)  Asso- 
ciated benign  peptic  ulceration;8  3)  Bleeding 
esophageal  varices  secondary  to  neoplastic  in- 
duced portal  hypertension;9  4)  Gastrointestinal 
hemorrhage  precipitated  or  aggravated  by  dis- 
turbed coagulation  mechanism  due  to  metas- 
tatic or  obstructive  hepatobiliary  disease. 

In  this  case  of  pancreatic  carcinoma,  gastro- 
intestinal bleeding  occurred  via  the  pancreatic 
duct  from  intrapancreatic  hemorrhage: 

Sixty-eight  year  old  male  plant  foreman  com- 
plained of  one  week  history  of  epigastric  gnaw- 
ing distress  aggravated  by  cigarette  smoking,  cof- 
fee drinking  and  recent  increased  tension.  No 
vomiting,  black  or  bloody  stools  had  occurred. 
Physical  examination  was  normal  except  for  mod- 
erate epigastric  tenderness.  Routine  laboratory 
work  was  normal  with  hemoglobin  14  gm.%. 
Upper  gastrointestinal  X-rays  revealed  pyloro- 
spasm.  He  was  placed  on  a bland  diet  and  an- 
tacids with  subsidence  of  epigastric  pain. 

One  month  later  he  returned  for  periodic  em- 


ployment exam  having  no  complaints.  Physical 
examination  revealed  pallor.  Hypochromic  an- 
emia was  found,  with  hemoglobin  10  gm.%.  Stools 
were  blackish  brown  with  4+  hematest  reaction. 
He  was  admitted  to  Sioux  Valley  Hospital,  Sioux 
Falls,  South  Dakota.  Repeat  hemoglobin  was 
9 gm.%  with  stools  consistently  positive  for  occult 
blood.  Two  upper  gastrointestinal  X-rays  plus  a 
small  bowel  series  were  negative.  Gastro- 
intestinal bleeding  requiring  seven  blood  trans- 
fusions continued  despite  treatment  with  bland 
diet,  anti-spasmodics  and  antacids.  Bone  marrow 
examination  revealed  erythroid  hyperplasia. 

A mass  developed  in  the  epigastric  area.  Lap- 
arotomy revealed  a cystic  mass  (10  cm.  greatest 
diameter)  in  the  head  of  the  pancreas  with  ero- 
sion into  the  pancreatic  vasculature.  The  mass 
contained  blood  and  tumor  identified  as  undif- 
ferentiated pancreatic  carcinoma.  There  was  no 
gross  liver  metastasis  or  evidence  for  portal  hy- 
pertension. The  stomach  and  upper  intestines 
were  opened  without  any  evidence  for  metastatic 
implants  or  benign  ulceration.  Gastrointestinal 
bleeding  was  via  the  pancreatic  duct  from  the 
hemorrhagic  pancreatic  neoplasm. 

Gastrointestinal  bleeding  as  melena  continued 
intermittently.  Four  more  blood  transfusions  were 
administered  but  no  further  blood  was  given  be- 
cause of  the  hopeless  situation.  His  condition  con- 
tinued to  deteriorate  and  he  died  six  weeks  later. 


GASTROINTESTINAL  BLEEDING  IN 
CARCINOMA  OF  THE  PANCREAS 

I.  Incidence:  10-50%  of  cases 
II.  Episodes:  May  occur  initially,  during,  but 
usually  late 

III.  Severity:  Minimal  to  massive 

IV.  Manifestations: 

A.  Occult  stool  blood 

B.  Hematemesis 

C.  Melena 

V.  Sources: 

A.  Metastatic  wall  implants 

B.  Associated  benign  peptic  ulceration 

C.  Esophageal  varices  from  portal  hyper- 
tension 

D.  Gastrointestinal  bleeding  from  dis- 
turbed coagulation  secondary  to  hepa- 
tobiliary dysfunction 

E.  Via  pancreatic  duct 
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Gastrointestinal  bleeding  in  pancreatic  car- 
cinoma results  mainly  from  metastatic  intestinal 
implants.  Occasionally  benign  peptic  ulceration 
occurs  without  evidence  of  metastatic  intestinal 
disease.  Hepatobiliary  dysfunction  resulting  in 
disturbed  coagulation  mechanisms  can  infre- 
quently cause  or  precipitate  gastrointestinal 
bleeding  in  pancreatic  carcinoma.  Esophageal 
bleeding  secondary  to  portal  l^pertension 
caused  by  pancreatic  carcinoma  is  an  unusual 
situation.  Gastrointestinal  bleeding  via  the  pan- 
creatic duct  can  rarely  result  from  pancreatic 
carcinoma. 


We  are  indebted  to  Mrs.  Kay  Hasegawa,  librarian, 
Sioux  Valley  Hospital  and  Mrs.  Norma  Lubben, 
Donahoe  Clinic,  Sioux  Falls,  South  Dakota  for 
technical  assistance. 
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drugs  which  have  been  consistently  below  the 
100  base. 
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First-year  enrollments  in  medical  schools  rose 
to  10,229  in  1969-70,  according  to  the  Association 
of  American  Medical  Colleges.  This  is  a 14  per- 
cent increase  over  1965-66.  By  1972,  the  Associa- 
tion hopes  that  the  increase  will  come  to  17  per- 
cent and  by  1975  to  more  than  50  percent. 
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RADIOLOGIC  CASE  PRESENTATION  No. 

Martin  Frank  Peiereil,  M.D.* 
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This  38-year-old  female  was  admitted  to  a 
local  hospital  on  1/10/68  with  her  third  episode 
of  upper  gastrointestinal  bleeding  in  the  past 
few  months.  She  was  jaundiced  and  in  moderate 
liver  failure.  Her  liver  function  tests  were  ab- 
normal (elevated  serum  bilirubin  and  ammonia, 
decreased  serum  proteins,  etc.). 

The  film  in  figure  1 was  taken  during  one  of 
her  previous  hospitalizations.  At  this  time,  she 


Figure  1. 

Right  anterior  oblique  view  of  stomach  and  duo- 
denum. There  is  a large  filling  defect  in  the  bulb. 
This  was  persistent  on  all  of  the  films  taken  at  this 
time. 

had  spider  nevi  on  her  arms  and  anterior  chest, 
scleral  icterus  and  moderate  hepatomegaly. 


* Medical  X-ray  Center,  Sioux  Falls,  South  Dakota. 


Past  history  revealed  that  the  patient  entered 
a concentration  camp  at  the  age  of  15  years. 
She  was  there  for  15  months  and  her  nutrition 
was  very  poor  during  this  period  of  time.  How- 
ever, over  the  years,  she  consumed  large  quan- 
tities of  alcohol. 

On  1/16/68,  an  upper  gastrointestinal  series 
again  demonstrated  the  large  filling  defect  in 
the  duodenal  bulb  (figures  2 and  3). 


Figure  2. 

Similar  view  taken  three  months  later.  The  filling 
defect  in  the  bulb  has  increased  in  size. 

Six  days  later,  esophagoscopy  was  performed. 
No  esophageal  varices  were  seen.  Following  this 
procedure,  the  abdomen  was  opened.  About  a 
dozen  varicose  veins  were  present  on  the  an- 
terolateral aspect  of  the  duodenum.  Numerous 
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Figure  3. 

Spot  films  of  the  bulb.  These  were  taken  the  same 
day  as  was  the  view  in  Figure  2.  The  large  defect  is 
better  demonstrated. 

pencil-size  varicose  veins  were  noted  in  the 
bulb.  The  veins  external  to  the  duodenum  were 
ligated,  but  not  cut.  A liver  biopsy  was  done. 

The  patient  continued  to  improve  and  she  was 
discharged  on  2/5/68.  The  pathology  report  re- 
garding the  liver  biopsy  was:  “the  changes  are 
those  of  portal  or  Laennec’s  cirrhosis.” 

She  was  considered  for  a shunt  procedure. 


Figure  4. 

Seven  months  later  (ten  months  after  the  film  taken 
in  Figure  1).  The  filling  defect  is  still  present,  how- 
ever, it  does  appear  to  be  a little  smaller. 


However,  considering  her  over-all  situation,  it  ! 
did  not  seem  advisable. 

She  returned  in  4 months  with  another  epi-  [\ 
sode  of  hemorrhage  and  again  3 months  later  | 
with  the  same  problem.  During  this  latter  oc- 
currence, the  film  in  figure  4 was  taken. 

DISCUSSION 

Therefore,  this  is  a case  of  duodenal  varices. 
Although  portal  hypertension,  with  esophageal 
and  gastric  (in  the  fundus)  varices,  is  quite  pre- 
valent, duodenal  varices  are  rare.  In  fact,  as  of 
1967,  only  19  cases  were  recorded  in  the  litera- 
ture.1 These  can  be  present  without  noticeable 
esophageal  varices.  They  may  occur  following 
portal  vein  obstruction.  They  can  rupture  and 
bleed. 

An  important  point  to  consider:  how  often  are 
varices,  whatever  their  location,  demonstrated 
by  a barium  study?  For  example,  it  is  well 
known  that  many  esophageal  varices  are  not 
visualized  with  an  upper  gastrointestinal  tract 
examination  (probably  about  50%).  The  roent- 
genographic  identification  of  varices  in  the  dis- 
tal stomach  or  in  the  small  and  large  intestine, 
using  barium,  is  extremely  rare.2 

The  most  common  collateral  channel  result- 
ing after  intrahepatic  portal  obstruction  is 
through  the  coronary  or  left  gastric  vein  which 
anastomoses  with  esophageal  or  paraesophageal 
veins  which,  in  turn,  empty  into  the  azygous 
system.  Not  infrequently,  occurring  with  this 
channel  are  abnormally  dilated  veins  which  pass 
from  the  splenic  vein  to  surround  the  gastric 
fundus.  These  are  the  short  gastric  veins  (vasa 
brevia);  they  contribute  to  the  formation  of 
gastric  fundus  varices. 

There  are  3 ways  in  which  the  duodenum  may 
be  affected  in  patients  with  portal  hyperten- 
sion:2 

1.  In  infants  with  extrahepatic  portal  obstruc- 
tion, the  duodenal  loop  may  be  displaced 
anteriorly  due  to  retroperitoneal  edema 
and  congestion  (Clatworthy  sign).3 

2.  There  may  be  a vertical  compression  defect 
on  the  duodenal  bulb  1.0  cm  distal  to  the 
pylorus.  This  is  due  to  extrinsic  compres- 
sion by  a dilated  superior  pancreaticoduo- 
denal vein.4 

3.  Dilated  submucosal  veins  may  project  into 
the  lumen  and  produce  lobulated  filling  de- 
fects similar  to  the  appearance  of  eso- 
phageal varices.1 

The  differential  diagnosis  of  large  filling  de- 
fects in  the  bulb,  as  produced  by  duodenal  var- 
ices, should  include:  hypertrophy  of  Brunner’s 
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glands,  severe  duodenitis,  bulbar  ulcer  with 
marked  surrounding  mucosal  edema,  prolapse  of 
gastric  mucosa  and  lymphoma. 

Varices  have  also  been  reported  in  the  dis- 
tal stomach,  ileum,  jejunum  and  colon.2 

While  this  discussion  concerns  one  of  the  rare 
extra-esophageal  varices,  the  fact  that  many 
esophageal  varices  are  not  demonstrable  on  a 
routine  barium  study  is  of  considerable  interest. 
The  actual  per  cent  of  failure  is  not  known, 
partly  because  of  difficulties  also  inherent  in 
esophagoscopy.  The  difficulties,  using  barium, 
are  related  to  the  small  caliber  of  the  sub- 
mucosally  situated  varices,  their  easy  compres- 
sibility and  their  differentiation  from  mucosal 
folds.  These  difficulties  may  be  increased  if  the 
patient  is  hypovolemic  from  hemorrhage,  or  un- 
able to  cooperate. 

With  the  patient  in  a slight  Trendelenburg 
position,  the  esophagus  distended  with  barium 
and  the  use  of  the  Valsalva  maneuver,  larger 
esophageal  varices  are  easier  to  demonstrate. 
Therefore,  a more  accurate  roentgenologic  diag- 
nosis might  be  expected  if  the  varices  could  be 
temporarily  distended  without  danger.  It  has 
been  shown  that  rapid  infusion  of  1,000  ml.  of 
6c/c  dextran  (in  30-40  min.),  in  cirrhotics,  will 
elevate  portal  venous  pressure  by  120  mm.  of 
water.5  The  central  venous  pressure  will  be 
elevated  only  about  half  this  amount.  This  ele- 
vation will  persist  for  about  1 hour.  It  is  thought 
that  this  increase  in  portal  venous  pressure  will 
increase  flow  through  collateral  channels,  such 
as  esophageal  varices.  This  increase  in  flow 
should  increase  the  size  of  these  veins,  and 
therefore,  the  varices  should  be  easier  to  detect 
on  a barium  esophagram. 

In  an  interesting  preliminary  report  by 
Preger,5  esophageal  varices  were  revealed  in 
7 of  14  cirrhotic  patients,  using  this  technique. 
Prior  to  this,  all  14  patients  had  negative  eso- 
phagrams. 

That  this  venous  distention  might  entail  rup- 
ture of  a varix  is  a consideration.  There  were  no 
ill  effects  in  any  of  these  14  patients.  However, 
as  a precaution,  2 units  of  blood  were  available 
to  each  patient.  At  present,  ascites,  rare  blood 
groups,  severe  cross-matching  problems,  con- 
gestive heart  failure,  and  significant  secondary 
aldosteronism  constitute  precautionary  exclu- 
sions from  this  procedure.5 

CONCLUSION 

A case  of  duodenal  varices  is  presented.  Eso- 
phageal and  extra-esophageal  varices  are  briefly 
discussed.  A new  technique  to  demonstrate  eso- 


phageal varices,  on  a barium  esophagram.  is  re- 
viewed. 
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Dicarbosil 

ANTACID 


Your  ulcer  patients  and 
others  will  confirm  it  Specify 
DICARBOSIL  144's-144  tab- 
lets in  12  rolls. 


ARCH  LABORATORIES 

319  South  Fourth  Street.  St.  Louis,  Missouri  63102 
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Doxidan  is  a gentle  laxative  designed  to  free  your 
patient  from  the  hemodynamic  consequences  of 
straining  at  stool.  With  a fecal  softening  agent  to 
keep  the  stool  soft  and  easy  to  evacuate,  and  with 
just  enough  peristaltic  stimulation  to  urge  the 
sluggish  bowel,  Doxidan  reduces  the  hemody- 
namic “bind”  of  constipation. 

Composition:  Each  capsule  contains  50  mg.  dan- 
thron  N.F.  and  60  mg.  dioctyl  calcium  sulfosuc- 
cinate. 

Dosage:  Adults  and  children  over  12 — one  or  two 
capsules  daily.  Children  6 to  12 — one  capsule 
daily.  Give  at  bedtime  for  two  or  three  days  or 
until  bowel  movements  are  normal. 

Supplied:  Bottles  of  30,  100  (FSN  6505-074-3169) 
and  1000  (FSN  6505-890-1247). 


Constipation  in  the  chronic  heart  failure  patient 
carries  with  it  the  ever-present  threat  of  acute 
cardiac  decompensation  while  straining  at  stool. 
In  the  already  weakened,  distended  heart,  a sud- 
den influx  of  blood  on  termination  of  the  Valsalva 
maneuver  is  considered  to  be  the  mechanism  of 
some  of  the  deaths  occurring  in  these  cardiac 
patients  during  straining  efforts.* 


.to  reduce 
the  hemodynamic  “bind” 
of  constipation 
in  congestive  heart  failure 


Best,  C.  H.  and  Taylor,  N.  B.:  The  Physiolog- 
ical Basis  of  Medical  Practice,  7th  edition, 
Williams  and  Wilkins,  Baltimore,  1961,  p.  480. 


D0XID3N' 


HOECHST 

PHARMACEUTICAL  CO. 

Div.  American  Hoechst  Corp. 
Cincinnati,  Ohio  45229  U.S.A. 


C-124 


Responsibility  of  Attending  Physician 

The  physician  in  charge  of  the  case  is  respon- 
sible for  treatment  of  the  patient.  Consequently, 
he  may  prescribe  for  the  patient  at  any  time  and 
is  privileged  to  vary  the  treatment  outlined  and 
agreed  on  at  a consultation  whenever,  in  his 
opinion,  such  a change  is  warranted.  However, 
after  such  a change,  it  is  best  to  call  another  con- 
sultation; then  the  physician  in  charge  should 
state  his  reasons  for  departing  from  the  course 
decided  at  the  previous  conference.  When  an 
emergency  occurs  during  the  absence  of  the 
physician  in  charge  a consultant  may  assume 
authority  until  the  arrival  of  the  physician  in 
charge,  but  his  authority  should  not  extend 
further  without  the  consent  of  the  physician  in 
charge. 

Patience,  Delicacy  and  Secrecy 

Patience  and  delicacy  should  characterize  the 
physician.  Confidences  concerning  individual 
or  domestic  life  entrusted  by  patients  to  a phys- 
ician and  defects  in  the  disposition  or  character 
of  patients  observed  during  medical  attendance 
should  never  be  revealed  unless  their  revelation 
is  required  by  the  laws  of  the  state.  Sometimes, 
however,  a physician  must  determine  whether 
his  duty  to  society  requires  him  to  employ 
knowledge,  obtained  through  confidences  en- 
trusted to  him  as  a physician,  to  protect  a 
healthy  person  against  a communicable  disease 
to  which  he  is  about  to  be  exposed.  In  such  in- 
stance, the  physician  should  act  as  he  would  de- 
sire another  to  act  toward  one  of  his  own  family 
in  like  circumstances.  Before  he  determines  his 
course,  the  physician  should  know  the  civil  law 
of  his  commonwealth  concerning  privileged 
communications. 


Information  provided  by  the  Law  Department, 
AMA,  535  North  Dearborn  St.,  Chicago,  Illinois 
60610. 


SUIT  DISMISSED  FOR  FAILURE  TO 
CORRECT  PLEADING 

A patient’s  suit  against  a physician  for  al- 
legedly negligent  treatment  was  properly  dis- 
missed, a Georgia  intermediate  appellate  court 
ruled.  The  patient  failed,  in  amending  his  com- 
plaint, to  comply  with  the  court’s  prior  rulings 
as  to  certain  allegations. 

The  physician  had  filed  demurrers  to  various 
allegations  of  the  patient’s  original  complaint. 
The  trial  court  sustained  some,  overruled  others, 
and  gave  the  patient  leave  to  amend  the  com- 
plaint. The  trial  court  granted  the  physician’s 
motion  to  purge  the  complaint  as  amended  and 
ordered  the  patient  to  rewrite  the  petition.  The 
trial  court  dismissed  the  petition  as  rewritten 
because  it  contained  allegations  which  had  been 
in  the  original  complaint  and  as  to  which  de- 
murrers had  been  sustained. 

SETTLEMENT  IN  SUIT  FOR  PARALYSIS 
FOLLOWING  BIOPSY 

A settlement  of  $34,000  was  approved  by  an 
Illinois  trial  court  in  a suit  against  a physician 
by  a 5-week-old  patient  who  developed  facial 
paralysis  after  the  physician  made  a biopsy  ex- 
cision of  a parotid  gland  tumor.  The  settlement 
was  reached  after  the  trial  court  jury  dead- 
locked 8 to  4 in  favor  of  the  patient.  The  phys- 
ician had  contended  at  the  trial  that  the  paraly- 
sis could  have  been  caused  by  regression  of  the 
tumor  or  by  the  pressure  of  the  tumor  itself, 
which  was  “of  an  invasive  nature.” 

PHYSICIAN'S  CONVICTION  FOR 
LARCENY  REVERSED 

There  was  insufficient  evidence  to  support  a 
physician’s  conviction  for  larceny  as  bailee  of 
medical  instruments  and  equipment  belonging 
to  a group  known  as  the  Grand  Lake  Medical 


MAY  1970 


21 


Association,  the  Colorado  Supreme  Court  ruled. 
The  court  ordered  the  case  dismissed. 

After  his  admission  to  practice,  the  physician 
had  gone  to  practice  in  Grand  Lake  under  an 
agreement  with  the  association.  The  association 
made  available  to  him  a residence,  a “clinic,” 
and  the  instruments  and  equipment  that  he  al- 
legedly stole.  There  was  no  competent  evidence 
tending  to  prove  that  the  physician  converted 
the  instruments  and  equipment  to  his  own  use 
with  intent  to  steal  them.  In  fact,  the  evidence 
showed  affirmatively  that  there  was  no  intent 
to  steal. 


EXCEPTIONAL  OPPORTUNITY  (full 
time  position)  as  Assistant  Medical  Direc- 
tor in  Home  Office  of  Northwestern  Na- 
tional Life  Insurance  Co.,  Minneapolis, 
Minn.  Preferably  General  Practitioner  or 
Internist.  Minimum  experience  required: 
2 or  3 years’  practice  or  residency.  Five-day 
week  with  full  fringe  benefits  including 
group  life,  hospitalization,  major  medical, 
disability  income,  non-contributory  retire- 
ment plan  and  paid  vacations.  Salary  open. 
Send  curriculum  vitae  in  first  letter  to  Dr. 
John  G.  Walsh,  Medical  Director,  NWNL, 
Box  20,  Minneapolis,  Minn.  55440  or  call 
612-372-5446. 


PEDIATRICIANS  ENDORSE  SEX 
EDUCATION 

The  American  Academy  of  Pediatrics  is  urg- 
ing pediatricians  to  support  family-life  and  sex- 
education  programs.  Through  its  Committee  on 
Youth,  the  academy  said  that  pediatricians  must 
make  every  effort  to  work  through  parents  and 
public  school  officials,  and  join  in  sponsoring 
and  participating  in  public  meetings  to  discuss 
these  educational  programs.  “Pediatricians,  with 
their  position  of  acceptance  and  trust  in  the 
community,  have  an  unusual  opportunity  and 
responsibility  to  add  their  voices  in  support  and 
direction  of  family-life  and  sex-education  pro- 
grams,” the  statement  said. 


BLUE  SHIELD  MEMBERSHIP  INCREASES 

Blue  Shield  membership  during  the  first  nine 
months  of  1969  increased  by  more  than  two  mil- 
lion persons,  according  to  a recent  report  of  the 
National  Association  of  Blue  Shield  Plans. 
These  figures  bring  total  Blue  Shield  enrollment 
to  62,779,479  in  the  74  Plans  in  the  United  States, 
Puerto  Rico  and  Canada.  In  the  U.  S..  Blue 
Shield  also  handles  claims  for  15,848,004  persons 
under  various  government  programs,  bringing 
the  total  served  by  Blue  Shield  to  73.5  million. 


EXCLUSIVE  MEDICAL  COLLECTION  SERVICE 


A M A C 


ALLIED  MEDICAL  AUDIT  CONTROL,  INC. 

455-6655  Area  Code  (612)  455-6659 

West  View  Industrial  Park 
161  EAST  MARIE 
ST.  PAUL,  MINNESOTA  55118 


IBM  Equipment 

Watts  Line 

Personal  Call 
Service 

No  Collection 
No  Charge 
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News  Notes  • Changes  ® Births  * News 


Robert  H.  Quinn,  M.D., 

Sioux  Falls,  was  recently  hon- 
ored by  Creighton  University 
School  of  Medicine  by  being 
initiated  into  Alpha  and 
Omega  Fraternity.  This  honor 
is  given  annually  to  three  out- 
standing physicians  from  each 
class. 

❖ ❖ * 

Richard  Thornton,  M.D., 

Yankton,  has  been  certified  by 
the  American  Board  of  Ob- 
stetrics and  Gynecology.  Ken- 
neth Halverson,  M.D.,  Yank- 
ton, has  also  been  notified  that 
he  has  been  certified  by  the 
American  Board  of  Surgery. 

* * * 

Jerauld  County  Hospital  in 
Wessington  Springs  is  the  first 
hospital  to  install  the  compact 
new  GE  high  frequency  radio 
equipment  which  the  Gov- 
ernor’s Council  on  Emergency 
Health  Services  hopes  will 
eventually  cover  the  state 
with  instantaneous  24-hour-a- 
day  emergency  communica- 
tions. 

Hs  % sfc 

Walter  H.  Palt,  M.D.,  Brook- 
ings, and  John  W.  Argabriie, 

M.D.,  Watertown,  attended  the 
26th  annual  Congress  of  the 
American  College  of  Allergists 
at  the  Americana  Hotel  in  Bal 
Harbour,  Miami  Beach, 
Florida. 


Walter  Karlins,  M.D., 

Webster,  died  on  March 
1 at  the  age  of  68  follow- 
ing a lengthy  illness.  Dr. 
Karlins  practiced  in  Web- 
ster for  more  than  forty 
years  and  was  honored 
by  the  city  in  1969  for  his 
many  contributions  to 
the  community.  He  is 
survived  by  his  wife,  Lu- 
Vay;  a son,  Nathaniel, 
and  a daughter,  Mary. 


William  H.  Saxton,  M.D., 

Huron,  was  honored  as  a 50- 
year  Mason  at  the  annual  ban- 
quet held  in  the  Masonic 
Temple  in  Huron. 


YOUR 

CONTRIBUTION 
TO  THE 

SOUTH  DAKOTA 
MEDICAL  SCHOOL 
ENDOWMENT 
FUND 
IS  NEEDED 


Warren  Jones,  M.D.,  Sioux 
Falls,  headed  a program  on 
Mobile  Coronary  Care  held  at 
St.  Mary’s  Hospital  in  Pierre 
and  sponsored  by  the  South 
Dakota  Heart  Association. 
Other  speakers  included  Dor- 
ence  Ensberg,  M.D.,  Sioux 
Falls,  and  Joseph  Welty, 
Ph.D.,  Professor  of  Physiology 
at  the  University  of  South  Da- 
kota. 

* * * 

John  Kilbride,  M.D.,  Sioux 
Falls,  has  joined  Loyd  Wag- 
ner, M.D.  and  T.  R.  Anderson, 
M.D.  in  the  practice  of  path- 
ology. 

v -J- 

The  Lake  Area  Vocational 
School  has  added  several 
health  occupation  courses  to 
its  curriculum.  Alden  Heupel, 
M.D.  and  Paul  Rud,  M.D., 
Watertown,  will  direct  the 
certified  laboratory  assistant 
program.  Duane  Monson, 
M.D.,  Watertown,  will  direct 
the  radiology  technologists 
program. 

Harold  Diers  & Company, 
Incorporated  and  the  South 
Dakota  Cancer  Society  are 
acting  as  sponsors  of  the  1970 
annual  meeting.  This  infor- 
mation was  not  received  in 
time  to  be  included  in  the  ad 
appearing  in  the  April  issue  of 
the  SOUTH  DAKOTA  JOUR- 
NAL OF  MEDICINE. 
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CLINICOPATHOLOGICAL  CONFERENCE 

From  the  Intern  and  Resident  Teaching  Conferences  at  the  Sioux  Valley  Hospital,  conducted  by 
the  Departments  of  Pathology  of  the  Hospital  and  of  the  School  of  Medicine 
of  the  University  of  South  Dakota 


Michael  R.  Ferrell,  M.D.* 

Internist  - Discusser 


John  F.  Barlow,  M.D.** 

Pathologist  - Editor 


A 78  YEAR  OLD  WOMAN  WITH 
INTERMITTENT  SHORTNESS  OF  BREATH 


CASE  NO.  M473274 

This  78  year  old  Caucasian  female  entered 
Sioux  Valley  Hospital  because  of  intermittent 
shortness  of  breath  of  four  days  duration. 

Five  days  prior  to  admission,  the  patient  was 
admitted  to  another  hospital  because  of  the 
rather  rapid  onset  of  cough,  mild  respiratory 
distress,  and  low  grade  fever  over  the  past  few 
days.  While  in  the  hospital  the  patient  exper- 
ienced intermittent  episodes  of  shortness  of 
breath  which  required  oxygen.  Antibiotics  of 
several  different  types  were  of  no  benefit.  The 
chest  films  were  reported  as  clear.  There  was  no 
history  of  exposure  to  birds  or  tuberculosis. 

The  patient  had  been  in  good  health  and  on  no 
medication.  She  had  some  loss  of  memory  in 
recent  months.  There  were  no  orthopnea,  par- 
oxysmal nocturnal  dyspnea,  peripheral  edema, 
dysphagia,  pain  of  any  type,  gastrointestinal  or 
genitourinary  complaints  according  to  the  pa- 
tient and  her  daughter.  The  patient  had  had  a 
previous  appendectomy  and  salpingectomy  for 
tubal  pregnancy  many  years  ago.  Two  years 
previously  she  had  had  vaginal  hysterectomy 
for  prolapse.  At  that  time  she  had  a “mildly 
irregular  heart”  but  did  not  require  cardiac 
medication.  The  patient  had  been  up  and 
around  caring  for  herself.  There  was  no  history 
of  allergy  or  asthma. 

Physical  examination  revealed  a well- 
developed,  well-nourished  Caucasian  quite 
somnolent  female.  She  had  slurred  palatal 
speech,  blood  pressure  130/90,  pulse  84  and 
regular,  respirations  24,  temperature  100.5  (oral). 

* Clinical  Faculty,  School  of  Medicine,  University 
of  South  Dakota. 

**Professor  of  Clinical  Pathology,  School  of  Medicine, 
University  of  South  Dakota. 


Examination  of  head  and  neck  showed  a bi- 
lateral lid  droop  but  no  specific  localizing  ab- 
normality to  the  facial  appearance.  The  patient 
was  quite  drowsy  but  could  be  aroused  and  was 
alert  (probably  due  to  recent  medication)  The 
trachea  was  in  the  midline  and  the  thyroid  was 
not  enlarged  or  irregular.  There  was  no  adeno- 
pathy. The  neck  veins  were  not  distended.  The 
ears  and  eyes  were  unremarkable.  The  mouth 
showed  only  a few  remaining  teeth.  The  tongue 
was  of  normal  size  but  could  only  be  partially 
extruded.  The  palate  was  sluggish  but  moved. 
The  lungs  demonstrated  decreased  breath  sounds 
posteriorly  on  the  left  as  compared  to  the  right 
and  much  more  markedly  on  the  left  lateral 
chest  and  precordium  as  compared  to  the  right. 
There  was  also  decreased  tactile  fremitus  over 
the  left  antero-lateral  chest.  Percussion  was 
resonant  bilaterally.  The  heart  was  not  enlarged. 
The  PMI  was  not  well  localized.  Heart  tones 
were  of  good  quality.  The  rhythm  was  slow 
and  regular.  No  significant  murmurs  were 
heard.  Abdominal  examination  revealed  no 
organs  or  masses.  Neurologic  examination  dem- 
onstrated hypoactive  but  symmetrical  tendon 
reflexes.  The  sensory  exam  was  hard  to  evaluate 
because  of  depressed  level  of  consciousness. 

After  admission  the  patient  developed  epi- 
sodes of  dyspnea  and  wheezing  with  markedly 
decreased  breath  sounds  over  the  left  chest.  The 
patient  developed  cyanosis  and  confusion  with 
these  episodes.  The  wheezing  did  not  respond  to 
Solucortef,  Aminophylline,  iodides,  and  light 
sedation. 

CLINICAL  PATHOLOGY  DATA:  Urinalysis  — 
straw  colored,  turbid,  specific  gravity  1.006,  pH 
5.5,  1+  proteinuria,  negative  for  hgb.,  sugar,  2 + 
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ketonuria,  4-6  wbc  per  high  power  field,  oc- 
casional epithelial  cells,  amorphous  urates.  Hgb. 
was  13.1  gms/100  ml.,  red  blood  count  4.32  mil- 
lion/mm,3 hct.  42  Vol.  %,  mean  corpuscular 
hemoglobin  30  micromicrograms,  mean  corpus- 
cular volume  96  cubic  micra,  mean  corpuscular 
hemoglobin  concentration  32%.  Total  leukocyte 
count  9,500  with  71%  segmented  neutrophils,  7% 
neutrophilic  bands,  17%  lymphocytes,  5%  mono- 
cytes. The  red  cells  were  normochromic  nor- 
mocytic.  Platelets  were  adequate  on  smear. 
Fasting  blood  sugar  was  108  mgs/100  ml.,  blood 
urea  nitrogen  36  mgs/100  ml.,  erythrocyte  sedi- 
mentation rate  75/mm/hr.,  sodium  133  meq/L, 
chloride  94  meq/L,  potassium  3.7  meq/L,  car- 
bon dioxide  content  30  meq/L,  total  lactic  de- 
hydrogenase was  560  units.  Isoenzyme  pattern 
demonstrated  elevation  of  fractions,  1,  3,  4 sug- 
gesting pulmonary  and  liver  or  skeletal  muscle 
damage.  Serology  was  nonreactive.  Partial 
thromboplastin  time  was  37.0  sec.  with  a 30.0 
sec.  control  (normal),  prothrombin  time  was  13.5 
sec.  with  a 12.0  sec.  control.  Fibrinogen  level 
was  normal.  An  arterial  gas  study  in  a non- 
dyspneic  period  revealed  pH  7.44,  pCCL  39  mm. 
of  mercury,  carbon  dioxide  content  24  meq/L, 
pO-  91  mm.  of  mercury,  O2  saturation  97%.  A 
repeat  test  at  another  time  when  dyspnea  was 
present  revealed  pH  7.39,  pCCb  44  mm.  of  mer- 
cury, carbon  dioxide  content  29  meq/L,  pCL  60 
mm.  of  Hg.,  CL  saturation  89%.  A test  for  LE 
cells  was  negative.  An  electrophoresis  revealed 
a total  protein  of  8.1  gms/100  ml.,  albumin  3.3 
gms/100  ml.,  alpha-1  globulin  0.4  gms./lOO  ml., 
alpha-2  globulin  1.0  gms/100  ml.,  beta  globulin 
0.8  gms/100  ml.,  gamma  globulin  2.6  gms/100 
ml.  The  increase  in  gamma  globulin  was  broad 
and  of  polyclonal  nature.  Serum  glutamic 
oxaloacetic  transaminase  was  30  Babson  units 
(normal  8-40  Babson  units),  bilirubin  total  0.8 
mgs/100  ml.,  direct  0.3  gms/100  ml.,  indirect  0.5 
mgs/100  ml.  Alkaline  phosphatase  1.7  B-L  units 
(normal  0.8-2. 3 units).  A lung  scan  showed  de- 
creased vascularity  on  the  left.  Chest  films 
showed  a slight  increase  of  vascularity  on  the 
right  and  a slight  decrease  on  the  left,  deviation 
of  the  trachea  secondary  to  an  elongated  sclero- 
tic aorta,  and  possible  narrowing  of  the  left  main 
bronchus  as  seen  in  the  left  anterior  oblique  pro- 
jection. This  may  have  been  related  to  the  dis- 
placement of  the  trachea.  Electrocardiogram 
showed  sinus  tachycardia  with  a suggestion  of 
left  atrial  hypertrophy.  A second  tracing 
showed  alternating  supraclavicular  tachycardia 
alternating  with  sinus  tachycardia  with  a rate 
of  140.  The  ST  and  T wave  changes  with  failure 


of  the  progression  of  the  R wave  were  thought 
to  indicate  early  antero-septal  infarction.  How- 
ever, the  changes  could  also  have  been  due  to 
tachycardia.  Another  tracing  showed  auricular 
fibrillation. 

The  patient  was  placed  on  anticoagulant 
therapy.  The  patient  showed  continued  de- 
terioration with  refractory  bronchial  asthma  or 
bronchial  obstruction  with  continued  decreased 
aeration  on  the  left.  She  died  ten  days  after  ad- 
mission. 

DR.  FERRELL:  Reading  through  the  protocol, 
it  states  that  the  patient  was  somnolent  and 
alert.  This  seems  to  be  contradictory  but  I as- 
sume that  this  patient  had  intermittent  epi- 
sodes of  drowsiness  but  could  be  aroused  on 
mild  stimulation. 

DR.  BARLOW:  Yes. 

DR.  FERRELL:  The  laboratory  data  are  exten- 
sive but  not  of  much  help  to  us.  I think  that 
the  whole  case  rests  on  physical  findings  of 
unilateral  bronchial  obstruction.  This  I feel  is 
the  key  to  the  diagnosis.  The  bronchial  obstruc- 
tion did  not  respond  to  the  usual  spasmolytic 
agents  for  bronchial  constriction.  This  places  the 
constriction  on  an  anatomic  basis  rather  than  on 
a basis  due  to  irritative  phenomena  or  bronchial 
spasm.  The  abnormal  laboratory  findings  are 
1+  proteinuria  and  2+  ketonuria.  The  sedimen- 
tation rate  is  slightly  elevated  and  the  lactic  de- 
hydrogenase is  slightly  elevated.  Were  the  ar- 
terial oxygen  studies  done  while  the  patient  was 
on  oxygen? 

DR.  BARLOW:  No,  the  ones  recorded  were  not. 
One  was  done  when  the  patient  was  in  no  dis- 
tress and  the  other  was  done  when  the  patient 
was  in  one  of  the  periods  of  dyspnea. 

DR.  FERRELL:  The  first  arterial  gas  studies  are 
very  good  for  a woman  of  this  age  group.  Even 
the  one  during  the  period  of  dyspnea  is  not  ter- 
ribly abnormal.  PO2  is  slightly  low  but  the 
PCO2  is  relatively  normal.  I do  not  know  how 
to  interpret  the  increase  in  the  gamma  globulin 
on  electrophoresis.  This  may  be  significant. 

The  x-rays  of  the  chest  that  we  have  do  show 
a diffuse  decrease  in  vascularity  on  the  left  and 
I suppose  that  we  have  to  consider  pulmonary 
embolism.  The  aorta  is  tortuous  and  slightly 
wide.  There  is  suggestion  of  a mass  in  the  left 
hilus.  There  is  mild  constriction  in  the  left  main 
bronchus  on  the  oblique  view.  The  scans  prob- 
ably do  not  add  much. 

DR.  BARLOW:  These  are  the  lung  scans  which 
show  only  decreased  vascularity  diffusely  on 
the  left.  They  are  not  very  helpful  in  this  par- 
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ticular  case.  I think  that  the  best  use  of  the  lung 
scan  is  in  pulmonary  embolism  when  you  see 
a definite  area  of  decreased  or  no  uptake  in 
conjunction  with  a normal  chest  film.  In  this 
case,  the  scan  is  of  little  diagnostic  help. 

DR.  FERRELL:  I think  that  the  ECG  findings 
can  all  be  explained  by  arrhythmias  in  a patient 
who  has  been  undergoing  anoxia.  I think  that 
it  is  important  to  note  that  the  ECG  does  not 
show  evidence  of  right  ventricular  strain  or  cor 
pulmonale.  I would  expect  to  see  this  in  a case 
of  pulmonary  embolism  or  in  some  obstructive 
pulmonary  vascular  phenomenon.  The  last  para- 
graph apparently  gives  us  the  diagnosis  — bron- 
chial obstruction.  This  always  makes  me  sus- 
picious. (laughter) 

DR.  BARLOW:  Dr.  Rossing,  do  you  have  any- 
thing to  add? 

*DR.  ROSSING:  No,  this  is  a lady  who  had  in- 
termittent periods  of  dyspnea.  We  did  try 
to  do  bronchoscopy  but  the  patient  was  never 
in  sufficiently  good  condition  to  perform  the 
procedure. 

DR.  FERRELL:  We  have  then  all  the  signs  of 
progressive  partial  bronchial  obstruction  to  the 
left  lung.  I do  not  feel  that  there  is  pulmonary 
vascular  obstruction.  Therefore,  we  have  to 
make  a differential  diagnosis  on  the  causes  of 
bronchial  obstruction.  We  have  to  think  of  all 
of  the  mediastinal  structures  and  all  of  the  hilar 
structures.  In  the  anterior  mediastinum  we  have 
to  consider  tumors  of  the  thyroid,  thymus  and 
dermoid  cysts.  In  the  middle  mediastinum  we 
must  think  of  lymphomas,  tuberculosis,  sar- 
coidosis, metastatic  neoplasm.  Did  the  patient 
have  a tuberculin  skin  test? 

DR.  ROSSING:  No. 

DR.  FERRELL:  I doubt  that  it  would  have  been 
of  significance  anyway.  The  most  common  symp- 
toms related  to  mediastinal  tumors  are  pain, 
circulatory  obstruction,  such  as  superior  vena 
caval  syndrome,  hoarseness,  Horner’s  syndrome, 
dysphagia,  cough,  dyspnea,  hemoptysis,  pleural 
effusions  and  large  peripheral  lymph  nodes.  This 
patient  did  have  the  dyspnea  and  stridor  but 
none  of  the  other  signs.  This  patient  was  des- 
cribed as  having  some  facial  weakness  and  eye- 
lid drooping  in  the  beginning  of  the  protocol  and 
I think  that  we  have  to  at  least  mention  myas- 
thenia gravis.  This  makes  one  consider  a thymic 
tumor.  We  know  that  thymomas  are  associated 
with  myasthenia  gravis  but  it  has  never  been 
proven  that  thymomas  cause  myasthenia  gravis. 
Thymomas  are  usually  situated  in  the  anterior 
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mediastinum  and  should  be  demonstrated  on  the 
lateral  x-ray.  We  do  not  see  one  here.  A malig- 
nant thymoma  certainly  could  produce  the 
symptoms  that  the  patient  had  with  infiltration 
and  compression  of  the  superior  vena  cava, 
trachea,  and  bronchi.  We  should  see  this  on  the 
x-ray  though  and  we  do  not.  I might  say  that 
small  mediastinal  tumors  can  cause  obstructive 
symptoms  and  not  be  seen  on  x-rays. 

I think  that  we  must  consider  aneurysms.  The 
patient  does  have  a tortuous  aorta.  However, 
aneurysms  usually  pulsate  unless  they  are  filled 
with  blood  clots.  We  do  not  see  a thoracic 
aortic  aneurysm  here.  Aneurysms  can  be  re- 
lated to  other  arteries  — usually  the  innominate, 
subclavian  or  rarely  the  pulmonary  artery.  I 
doubt  that  this  patient  had  an  aneurysm.  If  she 
had,  I would  think  that  we  would  see  some  other 
physical  signs  in  the  neck,  face  and  in  the  chest. 

I think  that  we  must  consider  a bronchogenic 
carcinoma  as  the  most  likely  cause  of  this  bron- 
chial obstruction.  These  tumors  mostly  occur 
between  the  ages  of  40  and  70.  The  ratio  of 
male  to  female  is  6:1.  This  is  somewhat  against 
our  case.  Since  most  of  bronchogenic  carcinomas 
originate  in  the  epithelium  of  the  bronchus  we 
can  get  bronchial  obstruction  without  a mass  on 
x-ray  if  there  is  endophytic  growth.  In  a patient 
with  this  kind  of  obstruction  the  wheezing  is 
usually  inspiratory  and  expiratory  — that  is 
more  of  a stridor.  Did  the  patient  have  this? 
DR.  ROSSING:  Yes,  she  did  have  that.  However, 
she  did  definitely  have,  during  some  of  her 
periods  of  dyspnea,  bilateral  diffuse  expiratory 
wheezing. 

DR.  FERRELL:  Well,  that  is  interesting.  I will 
have  to  try  to  explain  that.  I do  want  to  em- 
phasize that  if  a patient  does  have  localized 
wheezing  you  ought  to  seriously  try  to  make  the 
diagnosis  of  localized  bronchial  obstruction. 

Certain  neurologic  diseases  are  associated 
with  malignancy  especially  bronchogenic  car- 
cinoma. These  may  occur  in  the  absence  of  any 
metastatic  lesion.  These  include  neuropathy, 
neuromuscular  disorders  and  cortico-cerebellar 
degeneration.  These  may  be  the  presenting 
symptoms  of  the  patient  with  carcinoma  of  the 
lung.  10%  of  patients  with  bronchogenic  car- 
cinoma do  have  these  neurologic  complications. 
These  have  been  classified  recently  under  the 
title  of  paraneoplastic  syndromes.  The  etiologic 
activity  of  these  syndromes  is  related  to  the 
retained  secretory  activity  of  these  tumors.  Sev- 
eral reasons  are  given: 

(1)  The  secretory  product  of  other  mature 
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with  bronchial  epithelium.  Therefore  de- 
differentiation may  explain  endocrine  secre- 
tory activity  of  the  tumor  of  the  lung. 

(2)  The  tumor  produces  antigens  to  which  the 
immunologic  system  of  the  host  reacts.  The 
antigen  antibody  reaction  may  be  responsible 
for  some  of  the  paraneoplastic  syndromes. 

(3)  Distortion  of  the  characteristic  pattern  of 
maturation  of  cells  of  the  thymic  and  lymphoid 
system.  This  may  give  rise  to  immunologic 
abnormalities.  The  first  explanation  may  ex- 
plain why  some  tumors  of  the  lung  can  pro- 
duce serotonin  and  therefore  produce  wheez- 
ing. Antigen  antibody  reaction  could  explain 
some  of  the  neurologic  syndromes.  In  con- 
clusion, I would  like  to  say  that  the  best  diag- 
nosis is  bronchogenic  carcinoma.  I do  not  con- 
sider bronchial  adenoma  because  the  period  of 
symptomatology  was  much  too  short.  I would 
have  expected  a much  longer  history  with 
bouts  of  recurring  obstruction  and  infection  in 
bronchial  adenoma. 

DR.  FERRELL'S  DIAGNOSIS 

1.  Bronchogenic  carcinoma  of  the  left  main  stem 
bronchus. 

2.  Serotonin  secretion  by  the  tumor. 

DR.  ROSSING:  I might  add  that  we  did  try  to 
get  a urine  hydroxyindolacetic  acid  on  this  pa- 
tient (a  breakdown  product  of  serotonin).  Un- 
fortunately, the  test  was  not  valid  because  of 
an  interfering  substance  which  was  present  in 
the  urine. 

DR,  PITT-HART:  I wonder  if  someone  might 
point  out  why  when  arterial  blood  gases  are 
performed  a pOi>  is  obtained  instead  of  just  a Oj 
saturation. 

DR,  BARLOW:  I am  sure  that  the  medical  stu- 
dents here  will  be  more  familiar  with  the  O2 
saturation  curve  than  I am.  But  you  will  note 
that  there  is  a very  flat  part  of  the  curve  at  the 
top  and  there  can  be  marked  changes  in  POj 
without  corresponding  changes  in  the  0>  satura- 
tion. However,  when  the  steep  part  of  the  curve 
is  reached,  there  is  dramatic  change  in  O2  sat- 
uration with  PO-j.  Since  many  patients  are  often 
on  the  flat  part  of  the  curve,  PO2  is  often  a much 
better  measure  of  a patient’s  oxygenation  than 
the  O2  saturation.  (Fig.  I) 

*DR.  CHIPMAN:  In  a patient  with  a myas- 
thenic-like syndrome  secondary  to  carcinoma  of 
the  lung  the  patient  has  not  only  the  character- 
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Figure  I. 

O2  saturation  curve.  Note  very  narrow  slope  of  curve 
above  PO2  40  mm  of  Hg  so  that  there  may  be  sig- 
nificant changes  in  PO2  before  any  decrease  in  O2 
saturation.  After  PO2  40  mm  of  Hg  there  is  pre- 
cipitous drop  in  Oo  saturation  with  changes  in  PO2  — 
copied  from  Clinical  Diagnosis  by  laboratory  methods 
— Davidsohn  and  Henry. 

istic  drooping  of  the  eyelids  but  also  some  prox- 
imal muscle  weakness  and  wasting.  Did  this  pa- 
tient have  this? 

DR.  ROSSING:  No,  I did  not  notice  those  find- 
ings. In  fact,  the  bilateral  lid  drooping  which  I 
described  in  the  physical  examination  did  not 
last  long  and  was  only  a transient  phenomenon 
on  admission. 

DR,  CHIPMAN:  In  1960,  Lambert  and  Eaton 
described  an  examination  which  can  be  done  on 
patients  to  differentiate  true  myasthenia  gravis 
from  the  myasthenic  syndrome  secondary  to 
bronchogenic  carcinoma.  This  test  is  done  by 
giving  a supramiximal  stimuli  to  a nerve.  The 
electrical  potentials  are  measured  by  electro- 
myogram. Instead  of  the  progressively  decreas- 
ing potential  of  true  myasthenia  gravis,  the  po- 
tentials increase  in  the  myasthenic-like  syn- 
drome secondary  to  bronchogenic  carcinoma. 
DR.  FERRELL:  Did  the  patient  have  flushing 
or  diarrhea? 

DR.  ROSSING:  No,  the  patient  did  not  have  any 
of  the  signs  suggesting  serotonin  production  ex- 
cept wheezing. 

I might  add  that  one  of  the  diagnoses  that  we 
considered  was  that  she  had  aspirated  some  type 
of  foreign  body.  However,  every  time  the  bron- 
choscopist  tried  to  make  an  examination  she 
would  either  be  having  a severe  arrhythmia  or 
was  in  a bout  of  severe  dyspnea. 

AUTOPSY  FINDINGS: 

DR.  BARLOW:  The  first  picture  shows  the  eso- 
phagus. Here  in  the  midesophagus  is  a squamous 


36 


SOUTH  DAKOTA 


Figure  II. 


Toward  the  left  a squamous  cell  Carcinoma  protrudes 
into  the  esophageal  lumen. 

cell  carcinoma  (Fig.  II).  The  following  photo- 
micrograph shows  carcinoma  in  situ  adjacent  to 
the  carcinoma.  This  is  a common  finding  in  car- 
cinoma of  the  esophagus  and  one  wonders  if 
carcinoma  of  the  esophagus  does  not  have  the 
same  natural  history  as  carcinoma  in  situ  of  the 
cervix.  (Fig.  III). 


Figure  III. 

Normal  squamous  epithelium  at  right  gives  way  to 
diffuse  carcinoma  in  situ.  The  epithelium  of  the 
Carcinoma  in  situ  has  fragmented  during  sectioning. 
This  is  a common  feature. 

The  next  picture  shows  the  trachea  and  bron- 
chi and  explains  the  patient’s  symptoms.  You 
will  note  the  extrinsic  compression  of  the  tra- 
chea and  left  main  stem  bronchus.  The  compres- 
sion was  due  to  metastatic  lymph  nodes  from 
the  carcinoma  of  the  esophagus.  (Fig.  IV). 

An  additional  finding  of  interest  was  a 
peculiar  polyp  near  the  ampulla  of  Vater.  (Fig. 
V).  This  polyp  had  a pattern  with  nests  of  cells 


Figure  IV. 

Arrows  point  to  extrinsic  mass  protruding  into 
trachea  near  the  carina.  The  blockage  is  more  of  left 
bronchus  (upper  bronchus)  than  the  right  (lower 
bronchus). 


Figure  V. 


Polyp  near  ampulla  of  Vater. 


polyp  of  duodenum. 

surrounded  by  vascular  stroma.  (Fig.  VI). 
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*DR.  PITT-HART:  Could  this  be  a carcinoid 
tumor? 

DR.  BARLOW:  This  is  a possibility,  but  it  is  not 
typical.  It  does  have  an  endocrine  pattern.  Here 
are  the  complete  anatomic  findings: 

FINAL  ANATOMIC  DIAGNOSES 

1)  Squamous  cell  carcinoma  of  the  esophagus 
with  metastasis  3 cm.  superiorly  to  a lymph 
node  resulting  in  extrinsic  partial  tracheal 
obstruction. 

2)  Adenomatous  polyp,  duodenum,  in  region 
of  ampulla  of  Vater. 

3)  Chronic  cholecystitis  with  cholelithiasis. 

4)  Obstruction  of  cystic  duct  by  calculus. 

5)  Adrenal  cortical  adenoma,  right. 

6)  Diverticulosis,  colon. 

7)  Nephrosclerosis,  benign,  mild. 

8)  Surgically  absent  uterus  and  ovaries. 

9)  Follicular  adenoma,  thyroid. 

10)  Cavernous  hemangioma,  right  diaphragm. 

DISCUSSION 

DR.  BARLOW:  Since  unusual  system  manifes- 
tations associated  with  malignancies  were  men- 
tioned, I thought  I might  review  a recent  article 
I read  by  Greenberg,  et  al.  I will  just  briefly 
mention  some  of  the  entities  to  give  some  idea 
of  the  tremendous  variety  of  syndromes  secon- 
dary to  malignancy. 

Dermatologic  Manifestations:  Intense  pruritis 

without  recognizable  lesions,  hyperpigmen- 
tation, bullous  or  eczematoid  lesions  and  hyper- 
trichosis have  all  been  described.  Dermatitis 
herpetiformis  has  occurred  with  various  car- 
cinomas. Generalized  herpes  zoster  occurs  with 
lymphomas  as  well  as  carcinomas.  There  is  a 
benign  juvenile  form  of  acanthosis  nigricans. 
However,  malignant  acanthosis  nigricans  charac- 
terized by  pruritic,  darkly  pigmented,  soft,  con- 
fluent verrucal  lesions  in  body  folds,  umbilicus 
and  anal  region  is  often  associated  with  in- 
tra-abdominal adenocarcinomas  as  well  as  extra- 
abdominal malignancies.  As  with  most  of  the 
lesions  I am  discussing,  acanthosis  nigricans  can 
regress  with  removal  of  the  tumor  and  reappear 
with  recurrence  of  the  tumor.  Dermatomyositis 
or  polymyositis  without  skin  involvement  but 
with  characteristic  proximal  muscle  weakness 
may  be  seen  with  various  malignancies.  A 
peculiar  toxic  erythema  giving  the  skin  the  ap- 
pearance of  knotty  pine  wood  has  been  des- 
cribed as  erythema  gyratum  repens. 
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Neurologic  Manifestations:  These  exclude  metas- 
tatic spread  to  brain  and  compression  of  nerves. 
Carcinoma  of  the  lung  is  the  most  frequent  cul- 
prit. These  syndromes  of  carcinomatous  neu- 
romyopathy include  cortical-cerebellar  degen- 
eration, sensory  or  mixed  sensory  motor  neu- 
ropathy, Myelopathies  such  as  degeneration  of 
the  spinal  cerebellar  tracts  and  dentate 
nucleus  and  fibers  of  the  superior  cerebellar 
peduncle,  myositis,  and  a myasthenia-like  syn- 
drome. The  neurologic  symptoms  may  antedate 
the  tumor  or  may  occur  after  successful  removal 
of  the  tumor  or  regress  after  removal  of  the 
tumor.  The  myasthenia-like  syndrome  charac- 
teristically has  proximal  muscle  weakness,  par- 
ticularly pelvic  girdle.  Temporary  increase  in 
muscle  strength  after  a few  seconds  of  voluntary 
exercise,  absent  or  decreased  deep  tendon  re- 
flexes, sensitivity  to  curare  but  poor  response  to 
neostigmine  or  adrophonium,  and  associated 
peripheral  parethesias  are  also  seen  in  this  syn- 
drome. The  myasthenia-like  syndrome  has  been 
referred  to  by  Dr.  Chipman. 

Vascular:  Recurrent  or  migrating  thrombo- 
phlebitis has  long  been  known  as  a complication 
of  not  only  carcinoma  of  the  pancreas  but  also 
other  carcinomas.  The  hypercoagulable  state 
associated  with  carcinomas  can  give  rise  to  non- 
bacterial  thrombotic  or  verrucal  endocarditis 
(marantic  endocarditis).  This  is  most  commonly 
associated  with  mucin  producing  adenocar- 
cinomas. Fibrinolysins  are  not  uncommon  in 
association  with  prostate  carcinoma.  Fibrino- 
genopenia  and  bleeding  diathesis  can  result. 
Bleeding  also  may  occur  secondary  to  several 
types  of  tumors  when  disseminated  intravas- 
cular coagulation  leads  to  consumption  of  Fac- 
tor V,  VIII,  II,  and  platelets. 

Hematologic:  Normochromic  normocytic  anemia 
is  a common  accompaniment  of  malignancy. 
Impaired  iron  utilization  and  shortened  cell  sur- 
vival have  been  blamed.  Hypersplenism  with 
certain  lymphomas  can  occur.  Autoimmune 
hemolytic  anemia  secondary  to  dermoid  cysts 
may  also  occur.  Leukemoid  reactions  secondary 
to  tumor  necrosis  and  dissemination  and  hy- 
pereosinophilia  associated  with  carcinomas  have 
been  described.  The  leukoerythroblastic  picture 
with  nucleated  red  cells  in  the  peripheral  blood 
has  often  been  described  due  to  metastatic  car- 
cinoma to  the  bone  marrow.  Pure  red 
cell  aplasia  or  pancytopenia  secondary 
to  thymomas  are  well  recognized.  Erythrocy- 
tosis  is  estimated  to  be  present  in  about  2%  of 
renal  cell  carcinomas  and  can  be  associated  with 
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renal  cysts,  hydronephrosis,  polycystic  kidneys, 
cerebellar  hemangioblastomas,  hepatomas,  uter- 
ine leiomyomas  and  other  carcinomas.  Erythro- 
poietin production  by  renal  cell  carcinoma  has 
been  found. 

Gastrointestinal:  Nonmetastatic  hepatomegaly 
with  or  without  splenomegaly  and  abnormal 
liver  function  tests  such  as  elevated  BSP  reten- 
tion, increased  alkaline  phosphatase  and  abnor- 
mal values  for  the  prothrombin  time  and  al- 
bumin and  globulin  values  have  been  reported 
with  renal  cell  carcinoma.  The  values  have  re- 
turned to  normal  after  nephrectomy.  Carcinoid 
syndrome  is  well  recognized  as  is  the  Zollinger 
Ellison  syndrome.  Serotonin  is  produced  by  car- 
cinoids metastatic  to  the  liver  giving  rise  to 
flushing,  wheezing  and  diarrhea.  In  addition  to 
gastrointestinal  carcinoids,  carcinoids  in  tera- 
tomas of  the  ovary  and  of  testis  or  bronchial  car- 
cinoids and  oat  cell  carcinomas  of  the  lung  have 
been  associated  with  increased  secretion  of  sero- 
tonin. In  Zollinger-Ellison  syndrome  peptic 
ulceration  secondary  to  hypersecretion  of  gastric 
acid  stimulated  by  gastrin  production  from  a 
nonbeta  islet  cell  tumor  of  the  pancreas  occurs. 
The  gastric  hypersecretion  can  also  cause  watery 
diarrhea  and  hypokalemia  and  malabsorption.  A 
possible  secretin  producing  tumor  of  the  pan- 
creas with  diarrhea  has  also  been  described. 

Metabolic:  Amyloidosis  may  be  secondary  to 
carcinoma  or  Hodgkins  disease.  Hypoglycemia 
secondary  to  retroperitoneal  or  thoracic  meso- 
dermal tumors,  hepatomas,  adrenal  carcinomas 
and  carcinomas  of  the  cecum  have  been  found 
and  a glucose  lowering  substance  extracted  from 
several  of  these  tumors  identified.  Hypouricemia 
and  aminoaciduria  has  been  described  with  lung 
carcinoma.  Diabetes  mellitus  has  been  described 
as  frequently  associated  with  carcinoma  of  the 
pancreas.  Hypercalcemia  without  metastatic 
bone  disease  has  been  found  associated  with 
tumors  of  the  lung,  breast,  kidney  and  ovary. 
Adrenocortical  hyperfunction  (Cushing’s  dis- 
ease) due  to  production  of  an  ACTH  like  sub- 
stance has  been  described  with  carcinoma  of  the 
lung  and  pancreas.  Gynecomastia  as  an  early 
clue  to  bronchogenic  carcinoma  or  hepatoma 
has  been  described.  Estrogen  secretion  and  gona- 
dotropin secretion  by  bronchogenic  carcinomas 
have  been  documented.  Inappropriate  secretion 
of  antidiuretic  hormone  has  been  described  with 
bronchogenic  carcinoma.  Hyponatremia  and 
renal  salt  wasting  occur  secondary  to  this  in- 
creased antidiuretic  hormone  activity.  As  with 
the  production  of  Cushings  disease  increased 


ADH  secretion  is  only  seen  with  oat  cell  car- 
cinoma of  the  lung  rather  than  with  other  var- 
ieties of  pulmonary  tumors.  Luteinization  of  the 
stroma  of  ovarian  neoplasms  other  than  recog- 
nized “functional”  ovarian  neoplasms  has  been 
associated  with  the  excess  production  of  estro- 
gen, androgen,  and  progesterone-like  hormones. 

Skeletal  Manifestations:  Clubbing  and  pulmon- 
ary osteoarthropathy  are  often  a clue  to  occult 
carcinoma  of  lung  or  mesothelium.  Occasionally 
this  may  mimic  rheumatoid  arthritis.  When 
the  periosteal  reaction  of  pulmonary  osteo- 
arthropathy and  clubbing  are  associated  with 
acromegalic  features  an  entity  called  pachyder- 
moperiostosis is  produced. 

In  summary,  all  of  the  above  may  be  the  only 
early  clues  to  an  occult  neoplasm  which  may  yet 
be  localized.  Also  the  symptoms  may  be  relieved 
by  removal  of  the  tumor  in  many  cases. 

POST  FINDING  DISCUSSION: 

*DR.  OHRT:  Was  there  any  left  pulmonary 
artery  constriction  due  to  metastatic  lymphs  to 
explain  the  decrease  in  uptake  on  the  pulmonary 
scan? 

**DR.  BOADE:  No. 

DR.  FERRELL:  Was  any  pulmonary  arteritis 
present? 

DR.  BARLOW:  No,  my  explanation  for  the  de- 
crease in  uptake  of  the  left  lung  is  that  when- 
ever there  is  decreased  ventilation  to  a whole  or 
part  of  a lung,  there  is  reflex  pulmonary  con- 
striction. This  decreases  pulmonary  blood  flow 
through  the  pulmonary  artery.  At  the  same  time 
there  is  an  increase  in  bronchial  artery  blood 
flow  to  the  affected  area.  This  further  reduces 
pulmonary  artery  flow  to  the  area.  Since  the 
radioisotope  scan  with  macroaggregated  al- 
bumin is  a measure  of  pulmonary  blood  flow, 
we  will  see  a decrease  in  radioactivity  in  the 
region  of  pulmonary  artery  constriction.  I might 
add  that  such  local  areas  of  hypoventilated  lung 
and  secondary  pulmonary  artery  constriction 
appear  similar  to  blockage  of  pulmonary  artery 
by  emboli.  Therefore,  hypoventilated  areas  of 
the  lung  can  mimic  pulmonary  emboli. 

*** JEFFREY  HAGAN:  Was  barium  swallow 
considered? 

DR.  ROSSING:  I wish  I had  considered  it,  but 
I elicited  no  history  of  dysphagia  prior  to  death. 
When  we  went  back  and  spoke  to  the  family 
after  the  autopsy,  they  did  recall  she  had  some 


^Resident  in  Pathology,  Sioux  Valley  Hospital. 
**Same  as  above. 

**Medical  Student,  University  of  South  Dakota. 
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minor  difficulty  swallowing.  The  frustrating 
thing  about  the  whole  case  was  that  localized 
bronchoconstriction  was  obvious  but  we  just 
could  not  get  the  patient  in  good  enough  con- 
dition to  do  anything  about  it. 
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SOUTH  DAKOTA 


PHYSICIAN  PROCUREMENT  FOR 
SOUTH  DAKOTA 


To  induce  a person  from  any  walk  of  life  to 
locate  in  an  area,  perform  an  occupation  or  “do 
his  thing”  there  must  be  provided  one  of  two 
major  incentives,  1)  something  which  is  of  great 
interest  to  him,  or  2)  money.  A third  factor 
which  often  influences  a man’s  decision  as  to 
where  he  settles  is  the  home  and  likes  of  his 
wife.  If  either  of  the  two  major  elements  is 
missing,  greater  emphasis  must  be  put  on  the 
remaining  inducements  to  provide  attraction. 
After  World  War  II  many  individuals,  both  those 
originally  from  South  Dakota  and  others  from 
elsewhere,  came  to  this  state  to  practice  med- 
icine. One  of  the  big  stimulants  for  this  influx 
was  the  superb  pheasant,  goose  and  duck  hunt- 
ing, and  out  of  door  recreation  facilities.  In  the 
past  few  years  there  has  been  a tremendous 
slump  in  the  wildfowl  hunting.  This  has  served 
to  diminish  this  inducement  for  people  to  come 
here  to  live  and  work. 

The  population  of  the  state  has  been  static  for 
the  past  ten  years.  The  number  of  practicing 
physicians  has  not  changed  appreciably  during 
this  same  interval.  The  average  age  of  phys- 
icians actively  practicing  in  this  state  is  47  years, 
and  there  is  no  promise  of  assistance  to  or  re- 
placement for  those  who  retire  or  pass  away 
each  year.  The  physician  deficit  is  most  notice- 
able in  the  smaller  communities  where  they  are 
just  not  being  replaced  at  all.  This  leaves  many 
conspicuous  hiatuses  in  the  community  medical 
care  in  this  state. 

Many  towns  have  built  hospitals,  clinics,  and 
office  buildings,  and  provided  other  incentives 


intended  to  attract  physicians  to  their  com- 
munity. Too  often  this  effort  has  been  to  no 
avail.  The  excuses  given  by  young  physicians 
for  not  moving  into  South  Dakota  rural  towns 
are  “lack  of  cultural  advantages,”  “inadequate 
schools,”  “lack  of  recreational  facilities,”  “no  4 
year  medical  school,”  “lack  of  opportunity  to 
teach,”  and  others.  But  what  is  often  probably 
the  largest  deterring  factor  and  not  mentioned 
is  the  lack  of  adequate  financial  incentive. 
Despite  the  fact  that  a physician  has  invested  a 
tremendous  outlay  of  time,  effort,  and  money 
to  obtain  his  education,  the  financial  arrange- 
ment offered  to  him  in  South  Dakota  is  often 
substantially  less  than  he  can  make  and  take 
home  very  easily  and  with  less  effort  in  one  of 
the  other,  more  densely  populated  states.  Also, 
most  of  the  physicians  now  leaving  medical  cen- 
ters are  “group  practice  oriented”  and  not  dis- 
posed toward  what  is  often  mankilling  practice 
in  a small  community. 

It  was  reported  recently  in  the  Omaha  World 
Herald*  that  medical  students  and  student 
nurses  from  the  U.  of  Nebraska  told  the  Legis- 
lative Council  Committee  that  one  of  the  major 
things  which  is  keeping  them  from  considering 
practice  in  small  communities  of  Nebraska  is 
the  fact  that  the  communities  are  not  “selling” 
themselves  to  the  young  people  in  training.  “The 
students  said  that  outstate  Nebraska  towns  are 
not  doing  enough  to  convince  medical  students 
and  nurses  that  they  should  practice  in  these 

* “Sell”  Urged  For  Doctors,  Omaha  World  Herald, 

p.  44,  Feb.  20,  1970. 
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communities,”  and  they  felt  that  the  commun- 
ities should  put  forth  as  much  effort  in  recruit- 
ing physicians  and  nurses  as  business  does  in 
recruiting  manpower. 

At  a recent  annual  meeting  of  the  SDSMA 
during  an  open  discussion  an  ophthalmologist 
practicing  in  South  Dakota  posed  a problem  to 
the  speaker,  Senator  George  McGovern,  regard- 
ing the  procurement  of  physicians  for  this  state, 
“I  have  been  trying  to  interest  a young  oph- 
thalmologist from  Minneapolis  in  South  Dakota 
as  a place  to  practice.  He  told  me  that  he  can 
make  as  much  as  I do  in  9 months  and  then  he 
can  take  it  easy  the  rest  of  the  year,  go  to  meet- 
ings, attend  refresher  courses,  or  go  on  vacation. 
He  also  has  the  bright  lights  of  the  big  city  to 
interest  him.”  The  question  was  then  asked 
of  Senator  McGovern  whether  there  could  be 
instituted  some  incentive  pay,  tax  advantage, 
draft  deferment,  or  other  mechanisms  to  im- 
prove the  attractiveness  of  this  area  for  prospec- 
tive practitioners  of  all  fields  of  medicine.  It 
was  brought  out  during  the  discussion  that  the 
present  income  tax  laws  discourage  ambition 
and  personal  endeavor  to  achieve  high  goals, 
beyond  a certain  point.  The  matter  was  left 
with  the  notation  by  Senator  McGovern  that 
the  entire  subject  deserved  further  study.  To 
date  nothing  has  come  of  this  exchange  of  ideas. 

Incentive  pay  and  in  some  circumstances  tax 
advantages  are  awarded  by  the  Federal  govern- 
ment, the  military,  and  by  many  large  corpora- 
tions to  persons  whose  work  entails  hardship  or 
unusual  expenditure  of  energy.  The  life  of  the 
family  physician  in  most  small  rura]  commun- 
ities is  a 24  hour  per  day  job,  often  involving 
more  than  twice  the  usual  40  hour  week  which 
is  accepted  as  customary  in  industry,  without 


any  thought  of  additional  remuneration  for 
“overtime.”  There  is  no  method  available  for 
this  hard  working  physician-citizen  to  “strike” 
for  shorter  hours,  more  pay,  better  working  con- 
ditions, fringe  benefits,  and  other  factors  which 
might  help  make  life  more  pleasant.  However, 
at  the  present  time  the  physician  does  have  the 
same  right  as  any  other  individual  to  refuse  to 
go  to  a community  or  stay  there  if  the  induce- 
ments provided  do  not  meet  with  his  satisfac- 
tion. 

Inasmuch  as  South  Dakota  is  one  of  the  lowest 
per  capita  income  states  in  the  Union,  it  is  going 
to  be  difficult  for  many  of  the  isolated  smaller 
communities  to  match  finances  with  the  more 
populous  urban  centers.  Therefore  another 
means  will  have  to  be  found  to  provide  incen- 
tives to  physicians  to  practice  in  small  commun- 
ities. The  plan  under  development  in  Oklahoma 
embodies  a guaranteed  satisfactory  minimum 
income  to  the  small  community  practitioner, 
any  balance  not  made  in  the  practice  being  paid 
by  the  state.  A second  means  for  incentive  pay 
would  be  to  decrease  or  refund  a portion  of  his 
income  tax  as  long  as  the  physician  remains  in 
the  small  community.  Another  method  would 
be  to  assure  a draft  free  status  as  long  as  the 
neophyte  practitioner  remained  at  work  in  the 
community.  Any  one  or  combination  of  these 
schemes  could  be  utilized  to  stimulate  doctors 
to  at  least  temporarily  consider  South  Dakota 
rural  communities  as  a place  to  practice. 

Shouldn’t  the  SDSMA  dispatch  a resolution 
to  each  of  the  duly  elected  representatives  of 
this  state  in  the  Congress  of  the  U.  S.  concerning 
the  matter  of  physician,  nurse,  and  other  health 
care  personnel  procurement  for  South  Dakota? 
Included  in  such  a resolution  could  be  concrete 
proposals  to  provide  incentives  to  these  persons 
to  move  to  and  practice  in  the  small  commun- 
ities of  South  Dakota. 

J.  B.  Gregg,  M.D. 


PREPARING  MEDICAL  STUDENTS  FOR 
TOMORROW 

Flexibility  is  the  key  to  the  medical  school 
curriculum  to  prepare  students  for  their  role  in 
tomorrow’s  medical  practice,  according  to  a re- 
cent article  in  AMERICAN  MEDICAL  NEWS. 
“The  big  thrust  in  medical  school  curricula  is 
the  development  of  more  flexibility  and  taking 
into  account  the  goals  of  the  student  and  what 
he’s  come  to  us  with  and  what  it  will  take  to 
help  him  to  get  to  where  he  wants  to  go,”  John 
A.  D.  Cooper,  M.D.,  president  of  the  Association 
of  American  Medical  Colleges,  said. 
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This  will  be  my  last  message  on  the  Presidents  page. 

This  year  has  been  an  eventful  one  insofar  as  the  practice  of  medicine  is  concerned.  Many  of 
the  happenings  have  been  detrimental  to  the  freedom  of  American  medicine  and  have  been  disheart- 
ening to  us  all. 

The  government  rules  and  regulations  have  become  more  numerous  and  more  binding  on  our 
freedom  and  on  our  income.  The  future  looks  no  better  — in  fact,  we  are  to  be  pressured  into 
more  federal  controls. 

The  socialists  offer  something  for  nothing  (universal  health  insurance  — Medicare  for  all  — etc.). 
The  sad  fact  is,  many  of  our  citizens  (including  a minority  of  our  own  members)  still  believe  this 
is  possible.  One  must  face  up  to  the  fact  that  the  indebtedness  of  this  nation  has  been  increasing. 
The  Social  Security  Administration  has  over-extended  its  funding.  From  a governmental 
standpoint  the  “general  fund”  seems  to  be  the  well  with  no  bottom.  The  cry  goes  out,  “If  we  can- 
not fund  it,  we’ll  get  it  from  the  general  fund.”  Actually  what  is  being  said  is,  “Charge  it  to  my 
unborn  heirs.”  How  can  this  generation  ask  that  the  yet  unborn  generation  assume  their  health 
care  responsibilities? 

The  medical  profession  has  been  putting  up  a good  fight  against  the  principles  that  they 
know  are  wrong.  Yet,  has  it  been  a valiant  fight  or  are  we  to  be  consumed  because  of  com- 
placency? We  all  have  a right  and  a responsibility  to  speak  out  and  to  be  heard  in  the  correct  places. 
The  public  understands  only  when  it  applies  to  them.  Too  often  we  complain  about  our  own  lot. 
The  public  must  know  where  they  can  obtain  the  best  care,  the  most  inexpensive  treatment  and 
the  most  understanding  relationship.  They  must  be  made  to  understand  that  their  dollars  sent  to 
Washington  diminish  on  the  average  of  50%  by  administration  costs. 

There  is  no  free  medical  care  except  that  donated  by  the  family  physician. 

We  must  communicate  with  the  public  and  especially  our  patients.  We  must  be  heard.  We  know 
we  are  right  in  our  philosophy.  We  are  up  against  a hard  core  of  “do  gooders”  and  “bureaucrats” 
who  have  access  to  the  news  media. 

Our  only  alternative  is  to  go  to  the  grass  roots  and  this  we  can  do  better  than  anyone  else.  Let 
us  make  a united  effort  to  spread  our  message  and  hope  that  we  can  turn  the  projected  future  of 
health  care  into  a more  meaningful  direction. 

It  has  been  an  honor  and  a privilege  to  serve  as  your  President  during  this  term.  We  will  con- 
tinue to  stay  as  active  in  the  Medical  Association  affairs  as  possible. 


Robert  H.  Quinn,  M.D. 
President 
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Doctor,  after  all  we’ve 
been  through  together. . . 


abscess 

acne 

amebiasis 

anthrax 

bacillary  dysentery 
bartonellosis 
bronchitis 
bronchopulmonary 
infection 


brucellosis 

chancroid 

diphtheria 

endocarditis 

genitourinary 

infections 

gonorrhea 

granuloma  inguinale 
listeriosis 

lymphogranuloma 


mixed  bacterial 
infection 
osteomyelitis 
otitis 
pertussis 
pharyngitis 
pneumonia 
psittacosis 
pyelonephritis 


Rocky  Mountain 
spotted  fever 
scarlet  fever 
septicemias 
sinusitis 

soft  tissue  infection 
tonsillitis 
tularemia 
typhus  fever 
urethritis 


. . .don’t  you  think  it’s  time 
we  were  on  a first-name  basis? 


call  me“AdiroV 
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Every  pharmacist  knows  ACHRO®  V stands  for  ACHROMYCIN®  V 


Contraindications:  Hypersensitivity  to 
tetracycline. 

Warning:  In  renal  impairment,  since 
liver  toxicity  is  possible,  lower  doses 
are  indicated;  during  prolonged  therapy 
consider  serum  level  determinations. 
Photodynamic  reaction  to  sunlight  may 
occur  in  hypersensitive  persons. 
Photosensitive  individuals  should 
avoid  exposure;  discontinue  treatment 
if  skin  discomfort  occurs. 

Precautions:  Nonsusceptible  organisms 


may  overgrow;  treat  superinfection 
appropriately.  Tetracycline  may  form  a 
stable  calcium  complex  in  bone-forming 
tissue  and  may  cause  dental  staining 
during  tooth  development  (last  half  of 
pregnancy,  neonatal  period,  infancy, 
early  childhood). 

Adverse  Reactions:  Gastrointestinal— 
anorexia,  nausea,  vomiting,  diarrhea, 
stomatitis,  glossitis,  enterocolitis, 
pruritus  ani.  Skin— maculopapular  and 
erythematous  rashes;  exfoliative 


dermatitis;  photosensitivity; 
onycholysis,  nail  discoloration.  Kidney 
-dose-related  rise  in  BUN. 
Hypersensitivity  reactions— urticaria, 
angioneurotic  edema,  anaphylaxis. 
Intracranial— bulging  fontanels  in  young 
infants.  Teeth— yellow-brown  staining; 
enamel  hypoplasia.  Blood— anemia,  throm- 
bocytopenic purpura,  neutropenia,  eosino- 
philia.  Liver— cholestasis  at  high  dosage. 
Upon  adverse  reaction,  stop  medication 
and  treat  appropriately. 
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Tetracycline 
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The  Nixon  Administration  called  for  limita- 
tions on  medicare  and  medicaid  reimbursements 
to  physicians  and  hospitals. 

Health,  Education  and  Welfare  Under  Secre- 
tary John  G.  Veneman  told  the  Senate  Finance 
Committee  that,  because  of  rising  costs,  “it  is 
now  time  to  make  some  fundamental  changes 
in  the  law  which  governs  medicare  and  med- 
icaid reimbursements.”  He  said  the  reasonable 
cost  and  reasonable  charge  criteria  in  the  med- 
icare law  had  not  provided  opportunity  for 
major  cost-control  efforts. 

“We  need  an  incentive  system  of  institutional 
reimbursement  and  we  need  changes  in  the  law 
that  will  help  control  the  increases  in  the 
amount  that  the  medicare  program  will  recog- 
nize in  the  charges  of  individual  practitioners. 

“I  believe  . . . that  the  law  should  be  changed 
so  as  to  limit  further  the  rate  at  which  increases 
in  physicians  fees  would  be  recognized  by  med- 
icare. The  basic  difficulty  at  present  is  that 
despite  the  improvements  which  have  been 
made  in  applying  reasonable  charge  guidelines, 
the  best  that  can  be  done  under  present  law  is 
to  introduce  a lag  in  the  recognition  of  fee  in- 
creases . . . 

“Customary  and  prevailing  charges  under  the 
program  and  the  fees  recognized  by  the  carriers 
under  comparable  circumstances  in  their  own 
business  reflect,  in  the  long  run  and  after  a suit- 
able lag  in  recognition  of  fee  increases,  what- 
ever physicians  choose  to  charge  the  public  gen- 
erally in  a market  where  growing  demand  is 
pressing  increasingly  on  the  limited  supply  of 
health  personnel. 

“Reliance  on  Blue  Shield  fee  schedules  as  the 
limiting  factor  in  medicare  reimbursement,  as 


suggested  in  the  Senate  Finance  Committee  staff 
report,  however,  would  not  seem  to  us  to  have 
long-run  viability.  Tying  payments  under  a 
program  as  large  as  medicare  to  Blue  Shield 
schedules  would  surely  exert  a major  upward 
pressure  on  those  schedules  . . . 

“We  believe  that  it  is  necessary  to  move  in 
the  direction  of  an  approach  to  reasonable 
charge  reimbursement  that  ties  recognition  of 
fee  increases  to  an  index. 

“Under  such  an  approach,  allowable  charges 
recognized  for  medicare  would  next  year  be 
generally  limited  to  either  presently  recognized 
charges  or  to  a new  prevailing  level  set  at  the 
75th  percentile  of  1969  average  customary 
charges  for  a given  service  in  an  area.  In  the 
future  the  prevailing  charge  screen  would  move 
upward  only  in  proportion  to  increases  in  an  in- 
dex made  up  of  pertinent  portions  of  wage  and 
price  indices.  Under  such  an  approach,  recog- 
nition of  fee  increases  would  continue,  but  only 
in  relation  to  things  that  are  happening  in  other 
parts  of  the  economy  and  that  have  a bearing 
on  the  physician’s  cost  of  doing  business.” 

The  American  Medical  Association  said  that 
any  proposal  for  further  limitations  on  phys- 
icians’ fees  under  the  government  programs 
would  be  unwise. 

“For  all  practical  purposes,  a freeze  on  phys- 
icians’ fees  under  the  two  federal  programs  has 
been  in  effect  for  more  than  a year  and  has 
proven  to  be  ineffective,”  Gerald  D.  Dorman, 
M.D.,  AMA  President,  said.  “The  costs  of  the 
program  have  continued  to  rise  in  spite  of  the 
freeze. 

“Physicians  are  disturbed  by  threats  of  ad- 
ditional federal  controls. 
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“Burdening  these  busy  doctors  with  more  red 
tape  and  restricting  payments  to  unrealistically 
low  levels  may  drive  them  away  from  partici- 
pating in  Medicare  and  Medicaid.  Then  the  gov- 
ernment will  have  discriminated  against  many 
people  who  need  medical  care  . . . 

“The  national  interests  would  be  better  served 
if  everyone  joined  with  the  American  Medical 
Association  in  its  efforts  to  provide  more  phys- 
icians.” 

The  National  Society  for  Medical  Research 
said  that  no  valid  finding  on  the  effects  of  mari- 
juana can  be  expected  for  another  two  to  seven 
years. 

Science  Research  Society  said  part  of  the  dif- 
ficulty is  there  is  no  standard  yardstick  for 
evaluating  marijuana  in  scientific  studies.  The 
basic  weed  from  which  marijuana  is  made  can 
vary  from  plant  to  plant  and  from  country  to 
country,  the  group  said. 

But  the  Society  cautioned  in  a statement: 
“Until  scientifically  proven  results  are  obtained, 
it  appears  as  foolhardy  to  smoke  marijuana  as  it 
would  be  to  take  any  other  unknown  drug  or 
chemical  agent  just  for  kicks.” 

The  Society  said  two  projects  are  now  going 
on  in  an  effort  to  achieve  scientific  standard- 
ization in  marijuana  studies. 

❖ ❖ ^ 

The  federal  government  has  negotiated  new 
agreements  with  France  and  Turkey  aimed  at 
stemming  the  flow  of  heroin  into  this  country. 

But,  in  announcing  the  agreements,  John  E. 
Ingersoll,  director  of  the  Bureau  of  Narcotics 


BOOK  REVIEW 

Clinical  Delineation  of  Birth  Defects.  Part  III. 
Limb  Malformations.  National  Foundation, 
March  of  Dimes,  1969.  234  pp. 

This  book  presents  fundamental  anom- 
alies of  the  limbs  by  a group  of  outstanding 
authorities.  Various  classifications  of  anom- 
alies by  the  different  essayists  are  present. 
The  text  is  well  illustrated  with  typical 
case  reports,  photographs  and  X-rays.  The 
colored  photographs  and  summaries  of  the 
various  conditions  illustrated  so  well  in 
Gellis  and  Feingold’s  Atlas  of  Mental  Re- 
tardation Syndromes  are  absent;  yet  many 
of  the  same  conditions  are  discussed  and 
the  interested  student  will  find  this  a most 
valuable  and  informative  and  up-to-date 
supplement  to  the  Atlas.  The  text  is  highly 
recommended  to  all  those  that  may  be  in- 
terested in  it. 


and  Dangerous  Drugs,  said  the  government’s 
long-range  objective  in  dealing  with  the  prob- 
lem is  “to  induce  the  medical  community  to  find 
adequate  substitutes”  for  opium,  from  which 
heroin  is  derived. 

Ingersoll  admitted  the  U.  S.  was  asking  a 
great  deal  of  Turkey  where  opium  has  been 
grown  for  centuries. 

“But  when  you’ve  got  over  900  deaths  last  year 
from  heroin,  224  of  them  teenagers,  in  one  city,  I 
think  you’ve  got  a right  to  start  hollering,”  he 
said.  “There  have  been  three  deaths  a day  from 
heroin  in  New  York  City  this  year.  It  is  the 
major  cause  of  death  for  18  to  35-year-olds  in 
New  York  City.” 

Ingersoll  estimated  80  per  cent  of  the  2.5  to  3 
tons  of  heroin  smuggled  into  the  U.  S.  annually 
comes  from  the  poppy  fields  of  Turkey  via  the 
clandestine  laboratories  of  France  where  the 
opium  is  refined  into  heroin. 

The  agreement  with  Turkey  includes  a $3 
million  loan  approved  by  the  agency  for  in- 
ternational development  in  1968.  The  money  is 
to  be  used  partly  to  help  the  Turks  substitute 
crops  like  sugar  beets  and  sorghum  for  opium 
and  partly  to  equip  and  train  a 460-man  nar- 
cotics police  force. 

The  U.  S.  agreement  with  France  calls  for 
frequent  exchange  of  meetings  in  Washington, 
D.  C.  and  in  Paris  to  exchange  information  on 
such  matters  as  the  known  drug  traffickers  and 
trafficking  routes. 

France  also  has  assigned  a force  of  300  police 
to  fight  narcotics  internally  and  30  police  to 
combat  it  at  the  international  level.  Ingersoll’s 
narcotics  bureau  will  increase  its  manpower  in 
France  next  year  and  also  will  engage  in  a cross- 
training program  with  French  police. 

Congress  finally  approved  an  appropriation 
bill  acceptable  to  President  Nixon  to  provide 
funds  for  the  Health,  Education  and  Welfare 
and  the  Labor  departments  for  the  1970  fiscal 
year  which  began  last  July  1. 

The  two  departments  operated  under  stopgap 
Congressional  resolutions  while  Nixon  and  Con- 
gress battled  over  how  much  money  the  bill 
should  provide.  The  President  vetoed  the  first 
bill  passed  by  Congress  on  the  ground  that  it 
would  be  inflationary  because  it  exceeded  his 
budget  by  $1.2  billion.  Congress  sustained  the 
veto  but  still  refused  to  go  all  the  way  with 
Nixon  in  cutting  funds  for  the  two  departments. 
The  second  bill  totaled  $19.4  billion,  $680  million 
more  than  the  President  requested.  But  Nixon 
accepted  the  compromise  amount  when  Con- 
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gress  added  a provision  authorizing  him  to  with- 
hold two  per  cent  of  the  funds. 

The  second  bill  had  $176  million  in  Hill-Burton 
hospital  funds,  compared  with  $258  million  in 
the  vetoed  measure.  The  appropriation  for 
health  facilities,  educational  research  and  li- 
braries was  cut  from  $149  million  to  $126  mil- 
lion. 

Health  manpower  direct  loan  funds  remained 
the  same,  $234.5  million,  but  an  administration 
spokesman  said  it  was  planned  to  withhold  $15.5 
million.  Other  announced  plans  to  withhold 
funds  in  the  health  field  included: 

— $6  million  from  $108.8  million  for  air  pol- 
lution control; 

— $6.3  million  from  $35.5  million  for  construc- 
tion of  community  mental  health  centers; 

— $6.3  million  from  $360.3  million  for  mental 
health  programs; 

— $8.7  million  from  $146.3  million  for  the  Na- 
tional Institute  of  Arthritis  and  Metabolic 
Diseases; 

— $5.7  million  from  $107  million  for  the  Na- 
tional Institute  of  Neurological  Diseases  and 
Stroke; 

— $1.3  million  from  $103.7  million  for  the  Na- 
tional Institute  of  Allergies  and  Infectious  Dis- 
eases; 

— $10.3  million  from  $164.6  million  for  the  Na- 
tional Institute  of  General  Medical  Sciences; 

— $7  million  from  $76.6  million  for  general  re- 
search and  services. 

sjc  % :-c 

The  Food  and  Drug  Administration  an- 
nounced plans  to  require  that  a warning  leaflet 
be  included  in  every  package  of  birth  control 
pills. 

“I  have  come  to  the  conclusion  that  the  in- 
formation being  supplied  to  the  patients  in  the 
case  of  the  oral  contraceptive  is  insufficient  and 
that  re-evaluation  of  our  present  policies  is  in 
order,”  FDA  Commissioner  Charles  C.  Edwards, 
M.D.,  told  the  Senate  Monopoly  Subcommittee 
at  one  of  its  public  hearings  on  side-effects  of 
birth  control  pills. 

A proposed  draft  of  the  warning  leaflet  states 
that  “there  is  a definite  association  between 
blood-clotting  disorders  and  the  use  of  oral 
contraceptive.” 

It  emphasizes  the  importance  of  reporting  any 
side-effects  to  “your  doctor.” 

“All  of  the  oral  contraceptive  pills  are  highly 
effective  for  preventing  pregnancy,  when  taken 
according  to  the  approved  directions,”  the  pro- 
posed draft  says.  “Your  doctor  has  taken  your 


THE  BANKERS  LIFE 

BANKERS  LIFE  COMPANY  DES  MOINES,  IOWA 


ASSISTANT  MEDICAL  DIREC- 
TOR — We're  looking  for  a physician 
under  age  40,  man  or  woman,  who  will 
appreciate  working  in  a pleasant  en- 
vironment and  one  of  the  best  locations 
in  the  nation  to  raise  a family.  We 
prefer  at  least  two  years  of  private 
practice;  may  be  internist,  surgeon, 
psychiatrist  or  general  practitioner. 

This  career  position  on  our  medical 
team  includes  good  hours  and  liberal 
vacation  and  benefit  program.  Salary 
is  negotiable.  If  interested  write  to  our 
Medical  Director:  Fred  Dinkier, 
M.D.,  The  Bankers  Life,  711  High 
Street,  Des  Moines,  Iowa  50307. 
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medical  history  and  has  given  you  a careful 
physical  examination.  He  has  discussed  with  you 
the  risks  of  oral  contraceptives  and  has  decided 
that  you  can  take  this  drug  safely. 

“This  leaflet  is  your  reminder  of  what  your 
doctor  has  told  you.  Keep  it  handy  and  talk  to 
him  if  you  are  experiencing  any  of  the  con- 
ditions you  find  described  . . . 

“Besides  women  who  have  or  who  have  had 
blood  clots,  other  women  who  should  not  use 
oral  contraceptives  are  those  who  have  serious 
liver  disease,  cancer  of  the  breast  or  certain 
other  cancers  and  vaginal  bleeding  of  unknown 
cause. 

“If  you  have  heart  or  kidney  disease,  asthma, 
high  blood  pressure,  diabetes,  epilepsy,  fibroids 
of  the  uterus,  migraine  headaches,  or  if  you 
have  any  problems  with  mental  depression,  your 
doctor  has  indicated  you  need  special  super- 
vision while  taking  oral  contraceptives. 

“Even  if  you  don’t  have  special  problems,  he 
will  want  to  see  you  regularly  to  check  your 
blood  pressure,  examine  your  breasts  and  make 
certain  other  tests.” 

An  American  Medical  Association  spokesman 
questioned  the  tone  of  the  language  of  the  FDA’s 
draft  of  the  leaflet. 

“In  general,  it  is  a good  idea  to  have  a package 
insert  but  the  text  of  the  FDA  proposal  raises 
serious  question  about  the  relationship  between 
doctor  and  patient,”  he  said.  “It  puts  the  full 
responsibility  on  the  physician,  but  oral  con- 
traceptives generally  are  prescribed  more  as  a 
convenience  to  a patient  than  as  a medication. 
The  patient  must  share  responsibility  both  mor- 
ally and  legally  and  be  alerted  to  her  own  re- 
sponsibility.” 

The  FDA  now  requires  that  pharmaceutical 
manufacturers  only  warn  physicians  and  phar- 
macists of  side-effects  and  possible  hazards  of 
taking  birth  control  pills.  Makers  of  the  drugs 
were  given  opportunity  to  comment  on  the  pro- 
posed leaflet  after  its  publication  in  the  Federal 
Register. 

Identical  bills  designed  to  increase  the  num- 
ber of  physicians  and  allied  health  personnel  in 
family  medicine  have  been  introduced  in  the 
House  and  Senate.  Sponsors  of  the  legislation 
say  that  prospects  are  good  for  Congressional 
approval  this  year. 

The  legislation  would  authorize  $50  million 
for  the  current  fiscal  year  of  1971,  $75  million 
for  fiscal  1972  and  $100  million  for  each  of  the 
next  fiscal  years  for  grants  to  medical  schools 
and  hospitals.  The  grants  would  be  to  help  med- 


ical schools  and  hospitals  establish  departments 
and  programs  in  family  practice  of  medicine 
and  to  encourage  the  training  of  allied  health 
personnel  in  that  field  of  medicine. 

Sen.  Ralph  W.  Yarborough  (D.-Tex.)  sponsored 
the  legislation  (S.  3418)  in  the  Senate.  Thirty- 
one  other  senators,  both  Democrats  and  Re- 
publicans, were  co-signers  of  the  bill.  Yar- 
borough is  chairman  of  both  the  Senate  Labor 
and  Public  Welfare  Committee  and  the  Sub- 
committee on  Health  which  will  handle  the 
legislation.  An  aide  said  the  senator  would 
schedule  hearings  and  that  he  was  confident  the 
Senate  would  approve  the  legislation  this  year. 

Rep.  Fred  B.  Rooney  (D.-Pa.)  introduced  the 
bill  (H.R.  15793)  in  the  House  first  this  year. 
Rooney  is  a member  of  the  House  Interstate  and 
Foreign  Commerce  Committee  which  will 
handle  the  legislation  on  that  side  of  the  capitol. 
Several  other  House  members  also  introduced  it 
separately. 

Aides  to  both  Yarborough  and  Rooney  said 
they  had  worked  with  representatives  of  the 
American  Academy  of  General  Practice  in  draft- 
ing the  legislation. 


University  of  Florida  College  of  Medicine, 
Gainesville:  SEMINAR  IN  OBSTETRICS  AND 
GYNECOLOGY,  November  19-20,  1970.  Guest 
Speakers:  Lawrence  L.  Hester,  M.D.,  Professor 
and  Chairman,  Dept,  of  Obstetrics  and  Gyne- 
cology, Medical  College  of  South  Carolina;  and 
William  N.  Thornton,  Jr.,  M.D.,  Professor 
and  Chairman,  Dept,  of  Obstetrics  and  Gyne- 
cology, University  of  Virginia  School  of  Med- 
icine. Contact:  Division  of  Postgraduate  Edu- 
cation, J.  Hillis  Miller  Health  Center,  Box  758, 
College  of  Medicine,  Gainesville,  Florida  32601. 


Physician  wanted  to  join  partnership  general 
practice  at  SISSETON  CLINIC,  SISSETON, 
SOUTH  DAKOTA,  three  member  partnership 
with  senior  partner  to  retire  soon. 

Scope  of  practice  includes  general  medicine, 
obstetrics,  pediatrics,  and  general  surgery. 

Coteau  Des  Prairies  Hospital  in  Sisseton  is 
just  2 V2  years  old,  30  beds,  excellent  modern 
facilities,  progressive  Administrator  and  Hos- 
pital Board.  Regular  meetings  of  utilization  re- 
view, infection  staff,  and  medical  staff  groups 
provide  for  continued  improvement.  Reliable 
laboratory  under  direction  of  consultant  patho- 
logist. Board  Surgeon  comes  for  more  difficult 
cases.  Data-phone  hook-up  to  Creighton  Uni- 
versity for  EKG’s. 

Sisseton  Clinic  contracts  with  Public  Health 
Service  to  provide  part  time  after  hours  and 
clinic  coverage  for  Sisseton  Indian  Hospital. 
Most  surgical  cases  transferred  to  Coteau  Des 
Prairies  Hospital  for  surgery  by  Sisseton  Clinic 
Staff. 

This  is  excellent  opportunity  for  development 
of  technical  competence  under  direction  of  ex- 
perienced physicians. 

Write  or  call  collect,  SISSETON  CLINIC, 
SISSETON,  SOUTH  DAKOTA  57262.  TELE- 
PHONE 605-698-7681. 
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TES-TAPE 

Urine  Sugar  Analysis  Paper 


Snip,  dip,  compare  — that’s  all 

An  easy,  accurate  test-paper  method  for 
the  qualitative  and  semiquantitative  deter- 
mination of  urine  glucose 

Additional  information  available  upon  request. 


Skey 


Leadership  in  Diabetes 
Research  for  Half  a Century 


Eli  Lilly  and  Company  • Indianapolis,  Indiana  46206 
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(diethylpropion  hydrochloride) 

works  on  the  appetite 
notonthe'nerves' 


When  girth  gets  out  of  control,  TEPANIL  can  provide  sound 
support  for  the  weight  control  program  you  recommend. 
TEPANIL  reduces  the  appetite— patients  enjoy  food  but  eat 
less.  Weight  loss  is  significant— gradual  — yet  there  is  a rela- 
tively low  incidence  of  CNS  stimulation. 

Contraindications:  Concurrently  with  MAO  Inhibitors,  in  patients  hypersensitive  to 
this  drug;  in  emotionally  unstable  patients  susceptible  to  drug  abuse. 

Warning:  Although  generally  safer  than  the  amphetamines,  use  with  great  caution  in 
patients  with  severe  hypertension  or  severe  cardiovascular  disease.  Do  not  use  dur- 
ing first  trimester  of  pregnancy  unless  potential  benefits  outweigh  potential  risks. 
Adverse  Reactions:  Rarely  severe  enough  to  require  discontinuation  of  therapy,  un- 
pleasant symptoms  with  diethylpropion  hydrochloride  have  been  reported  to  occur 
in  relatively  low  incidence.  As  is  characteristic  of  sympathomimetic  agents,  it  may 
occasionally  cause  CNS  effects  such  as  insomnia,  nervousness,  dizziness,  anxiety. 


and  jitteriness.  In  contrast,  CNS  depression  has  been  reported.  In  a few  epileptics 
on  increase  In  convulsive  episodes  has  been  reported.  Sympathomimetic  cardio- 
vascular effects  reported  include  ones  such  as  tachycardia,  precordlal  pain, 
arrhythmia,  palpitation,  and  increased  blood  pressure.  One  published  report 
described  T-wave  changes  in  the  ECG  of  a healthy  young  male  after  Ingestion  of 
diethylpropion  hydrochloride;  this  was  an  isolated  experience,  which  has  not  been 
reported  by  others.  Allergic  phenomena  reported  include  such  conditions  as  rash, 
urticaria,  ecchymosis,  and  erythema.  Gastrointestinal  effects  such  as  diarrhea, 
constipation,  nausea,  vomiting,  and  abdominal  discomfort  have  been  reported. 
Specific  reports  on  the  hematopoietic  system  include  two  each  of  bone  marrow 
depression,  agranulocytosis,  and  leukopenia.  A variety  of  miscellaneous  adverse 
reactions  have  been  reported  by  physicians.  These  include  complaints  such  os  dry 
mouth,  headache,  dyspnea,  menstrual  upset,  hair  loss,  muscle  pain,  decreased 
libido,  dysuria,  and  polyuria. 

Convenience  of  two  dosage  forms:  TEPANIL  Ten-tab  tablets:  One  75  mg.  tablet 
daily,  swallowed  whole,  in  midmorning  (10  a.m.);  TEPANIL:  One  25  mg.  tablet  three 
times  daily,  one  hour  before  meals.  If  desired,  an  additional  tablet  may  be  given  in 
midevening  to  overcome  night  hunger.  Use  in  children  under  12  years  of  age  is  not 
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PRIMARY  LUNG  ABSCESS  — 

A Review  of  Current  Concepts  with  an 
Illustrative  Case  Report 

Irvin  S.  Belzer,  M.D.* 


Despite  its  declining  incidence  in  the  anti- 
biotic eras,  primary  lung  abscess  represents  an 
interesting  challenge  to  the  physician.  As  re- 
cently as  1963  over  50%  of  the  patients  reported 
in  one  large  series  were  requiring  surgical  in- 
tervention to  effect  cure  or  stability.1  This  re- 
port will  review  current  concepts  of  primary 
lung  abscess  and  the  transition  in  thinking 
which  has  occurred  from  1940  to  1966  with  re- 
gard to  the  evaluation  and  treatment  of  this 
problem.  In  addition,  an  illustrative  case  re- 
cently treated  at  St.  Paul-Ramsey  Hospital  will 
be  presented. 

CASE  REPORT: 

C.  T.  (SPRH  #270212),  a 17-year-old  Negro 
male  youth,  was  admitted  to  St.  Paul-Ramsey 
Hospital  with  a chief  complaint  of  chills,  fever, 
and  productive  cough  of  three  weeks  duration. 
He  had  been  well  until  July  25th  when  he  de- 
veloped coryzal  symptoms,  feverishness,  nausea, 
vomiting,  abdominal  cramping  and  malaise. 
Despite  bed  rest,  forced  fluids,  and  salicylates, 
his  symptoms  never  abated.  On  August  4th,  he 
began  to  experience  chills,  rigor,  fever,  sweats, 
anorexia,  severe  fatigue,  and  a severe  cough 
productive  of  foul,  brown,  thick  sputum.  Be- 
cause of  persistence  of  these  symptoms,  the  pa- 
tient came  to  the  emergency  room  of  St.  Paul- 
Ramsey  Hospital  at  3:00  A.M.  on  August  13th. 
He  denied  unconsciousness,  recent  dental  work, 
exposure  to  tuberculosis  and  family  history  of 
pulmonary  problems. 

Physical  examination  revealed  an  obviously 

* Fellow  in  Internal  Medicine,  St.  Paul-Ramsey  Hos- 
pital. 


toxic,  moderately  obese,  Negro  youth  who 
coughed  up  brown  sputum.  The  oral  tempera- 
ture was  104  degrees  F.,  respiratory  rate  28/min., 
pulse  136/min.,  and  blood  pressure  120/78.  No 
further  abnormalities  were  noted  on  physical 
examination.  The  lungs  were  clear  to  auscul- 
tation. There  was  a regular  cardiac  rhythm 
without  murmurs.  There  was  no  clubbing.  Lab- 
oratory data  revealed  the  hemoglobin  was  12.0 
gm.  %,  white  count  16,400  (75%  PMNS,  20% 
lymphocytes,  2'/  monocytes,  3%  eosinophils)  and 
sed.  rate  122  mm/hr.  Urinalysis  revealed  a trace 
protein,  occasional  white  cells  and  one-plus  ace- 
tone and  red  cells.  An  albumin  level  of  2.8  gm.  % 
was  the  only  abnormality  on  the  SMA  12  chan- 


Figure  1. 

Chest  X-ray  showing  an  extensive  abscess  in  the 
right  upper  lobe.  (See  text  for  details). 
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HOSPITAL  COURSE 


TfcMP 


CULTURES 

Sputum  8/13  normal  flora,  no  AFB 

Sputum  8/14  normal  flora 

Sputum  8/18  normal  flora 

Sputum  8/19  normal  flora/Klebsiella 

Sputum  8/22  normal  flora/DNAse  pos  staph 

Figure  2 (See  text  for  details) 

nel  screen  and  electrolyte  testing.  Primary  and 
intermediate  strength  PPd  mantoux  testing 
showed  no  induration  at  48  and  72  hours:  A 
mumps  antigen  test  showed  12  mm  induration. 
The  chest  x-ray  on  admission,  is  shown  in  figure 
1.  Sputum  smears  revealed  a mixed  flora  and  no 
acid  fast  bacilli. 

The  hospital  course  is  outlined  in  figure  2. 
After  numerous  initial  cultures  were  obtained, 
the  patient  was  started  on  intravenous  Cepha- 
lothin.  All  cultures  from  August  13th  through 
August  17th  grew  out  only  normal  flora  on  aero- 
bic culture.  Anaerobic  cultures  showed  no 
growth.  On  August  14th,  bronchoscopy  revealed 
only  carinal  edema  and  bronchial  washings 
grew  out  normal  flora  only  on  anaerobic  cul- 
tures. Because  there  was  no  change  in  the  pa- 
tient’s clinical  status,  on  August  15th,  antibiotics 
were  changed  to  intravenous  penicillin  (10  mil- 
lion units)  and  intramuscular  streptomycin  (1.0 
gm.)  daily.  Over  the  subsequent  36  hours,  the 
patient  experienced  defervescence  and  gradual 
return  to  well  being.  By  August  25th,  his  cough 
was  gone,  he  no  longer  raised  sputum  and  he 
was  symptomatically  well.  Initially  the  patient 
grew  out  only  normal  flora  from  several  sputum 
specimens.  Sputum  cultures  on  August  19th,  re- 
vealed normal  flora  and  Klebsiella  organisms. 
On  August  22nd,  the  sputum  grew  out  normal 
flora  and  coagulase  positive,  Staphlococci.  Oral 
penicillin  (800,000  units  every  6 hours)  replaced 
parenteral  therapy  on  August  25th.  On  Septem- 
ber 13th,  all  antibiotics  were  stopped.  The 
follow-up  x-ray  of  October  11th  is  seen  in  figure 
3.  No  cavity  was  seen  and  only  minimal  residual 
fibrosis  was  present  on  tomograms  of  the  area. 

CLINICAL  STATUS: 

The  clinical  symptoms  of  a lung  abscess  were 
exemplified  in  a classic  manner  in  our  patient. 


Figure  3. 

Chest  X-ray  showing  complete  resolution  after  six 
weeks  of  therapy.  (See  text  for  details). 


Symptoms  include  chills,  fever,  sweats,  rigor, 
chest  pain,  cough,  anorexia,  and  foul  sputum. 
Clubbing,  which  formerly  occurred  in  33%  of 
patients,  now  occurs  in  only  0.5%.  It  is  worth 
noting  that  in  several  series,  no  single  symptom 
was  universal.  Thus,  in  one  series,  two  young 
patients  presented  with  complaints  of  weight 
loss  and  fatigue.2  Their  abscesses  were  located 
in  the  posterior  segment  of  the  lower  lobes  and 
presumably  drained  so  slowly  that  no  cough  or 
sputum  was  noted.  In  obtunded  patients,  cough 
and  chills  have  been  absent.  The  usual  labora- 
tory data  in  such  patients,  includes  an  anemia  of 
12  gm  % hemoglobin,  a leukocytosis  of  16-18,000 
without  a left  shift,  and  a urine  with  slight  al- 
buminurea  and  a few  red  cells.  Sputum  cultures 
contain  “normal  flora,”  especially  since  recent 
authors  exclude  from  the  category  of  primary 
lung  abscess  those  patients  whose  sputums  con- 
tain predominantly  coagulase  positive  staph- 
lococci or  klebsiella  organisms. 

DIFFERENTIAL  DIAGNOSIS: 

The  differential  diagnosis  of  lung  abscess  is 
often  not  difficult,  once  one  can  obtain  sufficient 
past  history  and  adequate  clinical  studies.  A 
partial  differential  diagnosis  is  seen  in  figure 
4.  In  one  series  in  patients  over  45  years  of  age, 
10-16  per  cent  of  lesions  presenting  as  primary 
lung  abscesses  were  found  to  be  squamous  cell 
carcinomas.3  It  is  because  of  the  many  diag- 
nostic possibilities,  that  most  authors  recom- 
mend bronchoscopy,  bronchograms,  esopha- 
grams  and  tuberculous  and  fungal  skin  tests  in 
all  evaluations  of  this  lesion.4'  5 6 
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DIFFERENTIAL  DIAGNOSIS  OF  AN  "OBVIOUS" 
PRIMARY  LUNG  ABSCESS 

Bronchogenic  (squamous  cell)  carcinoma 

Infected  congenital  lung  cyst 

Saccular  bronchiectasis 

Infected  teratoma 

Pulmonary  tuberculosis 

Infected,  localized  emphysema 

Fungal  cavity 

Localized  pulmonary  sequestration 

Figure  4. 

DEFINITION  AND  CLASSIFICATION: 

Lung  abscesses  represent  circumscribed  sup- 
purative inflammatory  processes  associated  with 
central  tissue  destruction.  The  general  classifi- 
cations of  lung  abscesses  have  changed  over  the 
past  three  decades.  In  the  1930s  and  early  1940s, 
considerable  emphasis  was  placed  on  separating 
an  acute  lung  abscess  (symptoms  less  than  4 
months  duration)  from  a chronic  abscess  (over  4 
months  duration).  With  the  advent  of  antibiotics 
and  improved  surgical  procedures,  this  time  dif- 
ferential was  advanced  to  4-6  weeks  for  acute 
lesions  and  5-7  weeks  for  chronic  lesions.  The 
classification  of  acute  versus  chronic  abscess 
carried  with  it  prognostic  and  therapeutic  im- 
plications which  are  no  longer  valid.3 

Much  more  significant  now  from  the  thera- 
peutic and  prognostic  point  of  view  is  the  dis- 
tinction of  primary  lung  abscess  versus  second- 
ary or  non-primary  lung  abscess.  While  the  op- 
erational definition  varies  among  investigators, 
a primary  lung  abscess  is  generally  one  which 
results  from  aspiration  of  infected  material  in 
a person  without  associated  significant  under- 
lying problems,  such  as  pulmonary  emboli, 
malignant  neoplasms,  or  radiation  therapy.  The 
prognostic  outlook  for  patients  with  secondary 
lung  abscesses  is  related  directly  to  the  under- 
lying disease  and  not  to  the  therapy  of  the  ab- 
scess.5 One  major  problem  concerned  with  the 
evaluation  and  comparison  of  the  literature  on 
abscesses  is  that  older  writers  were  more  con- 
cerned with  acute-versus-chronic  abscesses, 
rather  than  primary-versus-non-primary  ab- 
scesses, so  that  considerable  overlapping  and 
combining  of  these  types  occurred  in  the  reports 
prior  to  1950. 

DIAGNOSIS: 

To  make  the  diagnosis  of  primary  lung  ab- 
scess, one  must  not  only  exclude  the  secondary 
causes,  but  he  must  also  identify  specific 
etiologic  factors  predisposing  to  the  abscess.3 
These  factors  are  listed  in  figure  5.  Ultimately 
the  primary  factors  are  an  altered  cough  reflex 
and  an  infective  particle.  Clinically  these  factors 
are  present  under  the  circumstances  of  altered 
consciousness  in  the  patient,  poor  oral  hygiene, 


FACTORS  PREDISPOSING  TO  PRIMARY 
LUNG  ABSCESS 

SEMICONSCIOUSNESS 

Alcoholism 
Epilepsy 
Diabetic  coma 
Electroconvulsive  therapy 

POOR  ORAL  HYGIENE 

Pyorrhea,  gingivitis 
Dental  manipulation 

RESPIRATORY  TRACT  INFECTIONS 

Pharyngitis 

Bronchitis 

Bronchiectasis 

Sinusitis 

Pneumonitis 

Figure  5. 

and/or  an  upper  respiratory  infection.  Concern- 
ing altered  consciousness,  80%  of  patients  with 
primary  lung  abscesses  have  an  associated 
history  of  alcoholism  although  only  20%  can 
recall  being  unconscious.  In  three  separate 
series,  10  patients  (representing  2-4%  of  the  case 
totals)  discharged  after  completion  of  abscess 
therapy,  returned  with  new  lung  abscesses,  and 
all  were  chronic  alcoholics.  Classically,  pyor- 
rhea, gingivitis  and  carious  teeth  are  associated 
with  lung  abscesses.  However,  Duffy  and  Chofas 
reported  9 cases  in  edentulous  persons  and 
others  have  also.7  Of  the  upper  respiratory  in- 
fections, non-specific  pharyngitis  and  bronchitis 
are  the  most  frequent  sources  of  the  infective 
particles,  but  not  necessarily  in  that  order.  Rum- 
baugh  found  that  of  his  41  patients,  16  (39%)  had 
altered  lung  functions:  bronchiectasis  11,  bron- 
chogenic cyst  1,  emphysema  1 and  asthma  3. 2 

PATHOGENESIS: 

A depressed  cough  reflex  is  crucial  to  per- 
mitting the  inhalation  of  infected  material. 
Laurenzi  has  pointed  out  that  normally  at  the 
end  of  expiration,  one  has  a residual  volume  of 
500  cc  and  an  expiratory  reserve  volume  of 
1000  cc  in  his  lung.  Prior  to  vomiting,  a person 
will  normally  inhale  another  1000  cc  of  air.  Thus, 
after  vomiting  he  has  1500  cc  to  2000  cc  air  avail- 
able for  the  expulsion  of  infected  material. 
Under  the  influence  of  alcohol  or  other  con- 
ditions of  cough  depression,  this  sequence  may 
be  altered  so  that  cough  is  ineffectual  or  non- 
existent.6 Broch  urges  that  in  any  case  of 
primary  lung  abscess,  a diligent  search  into  the 
past  history  is  mandatory  to  uncover  the  reasons 
for  the  aspiration.3 

Once  the  aspirated  infective  bolus  lodges  in  a 
bronchiole,  a recognized  chain  of  events  occurs. 
Suppurative  pneumonia  develops  behind  the 
embolus  and  if  vascular  thrombosis  occurs,  the 
suppurative  process  is  speeded.  Gangrene  fol- 
lows and  the  necrotic  area  may  slough.  The  in- 
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flamed  area  increases  in  size  until  a bronchus 
is  ruptured.  As  the  bronchus  ruptures,  hemo- 
ptyses  occurs  and  a foul  sputum  is  expectorated. 
The  area,  once  consolidated,  now  appears  as  a 
cavity  on  x-ray.  The  complications  of  lung  ab- 
scesses are  shown  in  figure  6. 

COMPLICATIONS  OF  LUNG  ABSCESSES 
LEADING  TO  DEATH 

Pulmonary  hemorrhage 
Emphysema 
Pyopneumothorax 
Bronchopleural  fistula 
Mediastinitis 
Septicemia 
Brain  abscess 
Overwhelming  pneumonia 

Figure  6. 

LOCALIZATION  OF  LUNG  ABSCESSES 

The  location  of  a primary  lung  abscess  is  de- 
pendent both  on  the  position  of  the  patient  dur- 
ing aspiration  and  the  specific  pattern  of  the 
bronchial  tree.  These  factors  have  been  borne 
out  experimentally  by  Broch  by  the  injection  of 
radio  opaque  oil  into  cadaver  tracheas,  and  clin- 
ically from  numerous  reports.  Fig.  7 shows  the 
locations  of  primary  abscesses  reported  by  four 
different  authors  from  1940  through  I960.1 -2- 7 8 
Because  of  the  more  nearly  straight  line  course 
of  the  take  off  of  right  mainstem  bronchus,  the 
right  side  of  the  chest  is  involved  more  often 
than  the  left  side.  If  a patient  aspirates  while 
on  his  back  (the  supine  position),  the  posterior 
segment  of  the  right  upper  lobe  and  the  superior 
segment  of  the  right  lower  lobe  are  most  often 
involved.  Because  its  bronchus  comes  off  earlier, 
the  upper  lobe  of  either  side  is  involved  more 
frequently  than  the  lower  lobes.  If  the  patient  is 
lying  on  his  side  during  aspiration,  the  axillary 
aspects  of  the  lobes  are  usually  involved.  Broch 
reviewed  these  relations  extensively.3 
BACTERIOLOGY: 

A review  of  the  literature  on  lung  abscesses 
failed  to  review  a comprehensive,  prospective 
bacteriologic  analysis.  Oftentimes  studies  are 
retrospective  and  while  anaerobic  cultures  are 
deemed  important,  they  are  not  obtained  in  the 
vast  majority  of  cases.  Generally,  a mixed  flora 
is  grown  from  sputum  or  bronchial  washings. 
Figure  8 shows  the  most  commonly  obtained 
organisms,  although  virtually  every  organism 
has  been  cultured.  Of  the  aerobic  bacteria, 
Streptococcus  hemolyticus  and  Neisseria  catari- 
halis  are  the  most  frequently  isolated.  The 
anaerobic  streptococci  and  the  anaerobic  bac- 
teriorides  groups  are  the  source  of  the  putrid 
odor  to  the  sputum.  Putrid  odor,  in  fact,  is  felt 
to  connote  these  organisms.  Laurenzi  has  dem- 
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Figure  7 (See  text  for  details) 


onstrated  that  the  lung  abscess  usually  reflects 
the  flora  of  the  hypopharynx  and  upper  respira- 
tory tract. 

TREATMENT  AND  PROGNOSIS: 

The  therapeutic  approach  to  primary  lung 
abscesses  has  been  undergoing  changes  since 
the  introduction  of  antibiotics  in  the  1940s.  To 
better  appreciate  the  effect  of  antibiotics  on  the 
natural  course  of  lung  abscesses,  it  is  worth- 
while noting  the  clinical  picture  of  abscesses 
prior  to  1940.  In  1940,  Sweet  reviewed  the  out- 
come of  124  cases  of  primary  lung  abscess  at 
Massachusetts  General  Hospital  from  1933  to 
1937.  (See  figure  9.)  Of  the  124  cases,  there  were 
24  spontaneous  cures,  all  occurring  within  4 
months  of  the  onset  of  symptoms.  In  fact  6 oc- 
curred in  each  month.  Of  the  remaining  100  pa- 
tients 37  were  cured  with  surgical  procedures, 
42  had  died  (14  without  the  benefit  of  operation, 
28  despite  operation),  and  21  were  living  one 
year  after  symptomatic  onset  in  some  phase  of 
their  illness  (20  with  benefit  of  operation,  1 with- 
out operation).  It  was  because  of  results  such  as 
these  that  Sweet,  as  did  other  authors,  indicated 
that  any  abscess  persisting  over  4 months  was 
chronic,  was  without  chance  of  cure,  and  re- 
quired surgery.9  Five  years  later  Sweet  re- 
viewed the  120  cases  occurring  at  Massachusetts 
General  between  1938  and  1942,  the  latter  time 
period  including  43  cases  treated  with  low  dose 
sulfonamides.  Of  the  120  patients,  28  became 


BACTERIA  ASSOCIATED  WITH  LUNG  ABSCESS 
Aerobes 

Streptococcus  hemolyticus 
Neisseria  catarhalis 
Diplococcus  pneumonia 
Staphlococcus  aureus 
Klebsiella  pneumonia 
Anaerobes 

Anaerobic  streptococci 

Bacteroids 

Diphtheroids 

Figure  8. 
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cured  spontaneously,  43  were  cured  with  sur- 
gery, 22  died  (11  without  operation,  11  despite 
operation),  and  27  were  living  with  residual  ab- 
scesses one  year  later.  Thus,  the  raw  statistics 
had  not  changed  significantly.  One  interesting 
change  was  that  of  the  28  spontaneous  cures,  9 
occurred  within  3 months  of  the  onset  of  symp- 
toms, 8 occurred  in  3-6  months,  6 in  6-12  months, 
and  2 occurred  after  24  months.10  Sweet  did 
not  discuss  these  figures  in  his  second  review. 

From  1940  to  the  late  1950s,  while  antibiotics 
were  being  used  in  relatively  low  doses,  the 
treatment  of  lung  abscess  as  primarily  a med- 
ical or  surgical  entity  was  debated.  In  1961, 
Bernhard  reviewed  100  cases  of  primary  lung 
abscess  at  Bellevue  Hospital  from  1950  to  1958. 
Unfortunately,  many  of  his  patients  were  lost 
to  follow-up,  never  being  seen  after  discharge. 
Thus,  of  100  patients  49  were  discharged  after 
only  medical  therapy.  Of  the  49,  27  had  no  cav- 
ities, 22  did.  Of  the  22  patients  with  residual 
cavities,  8 were  never  seen,  6 were  found  to  have 
tuberculous  cavities,  4 developed  bronchitis,  and 
4 were  asymptomatic.  Of  the  27  without  residual 
cavities,  7 were  never  seen  again.  Thus,  by 
Sweet’s  definition  of  cured,9  only  21  patients 
were  asymptomatic  and  without  cavities  one 
year  after  the  onset  of  symptoms.  Similarly,  of 
32  patients  undergoing  surgery,  only  13  were 
cured  and  available  one  year  later.  Eleven  had 
been  discharged  as  cured  but  untraceable,  2 died 
of  the  abscess  despite  surgery,  and  6 died  of 
non-surgical,  non-abscess  complications.  These  re- 
sults are  interpreted  by  Sweet’s  formula  in  the 
chart  (figure  9).  Finally,  there  were  7 patients 
with  abscesses  persisting  for  1 year,  and  10 
other  patients  who  refused  surgery,  who  did  not 
cure  spontaneously  and  who  were  lost  to  follow- 
up before  the  year  ended.  Other  investigators 
had  similar  findings.11'  12  Thus,  while  the  in- 
cidence and  suppurative  complications  of  lung 

COMPARISON  OF  OUTCOME  OF  PATIENTS 
WITH  LUNG  ABSCESS  IN  THE  PRE-ANTIBIOTIC 
ERA  WITH  THE  ANTIBIOTIC  ERAS* 
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Figure  9 (See  text  for  details) 


abscesses  were  reduced  in  the  1940s  and  1950s, 
the  mortality  of  the  disease  remained  essentially 
unchanged.  The  primary  causes  of  death  were 
gross  hemoptysis,  septicemia,  bronchopneu- 
monia and  brain  abscess.  As  higher  doses  of  anti- 
biotics have  been  utilized,  the  success  of  medical 
treatment  has  improved. 

In  1968,  Abernathy  reported  49  patients, 
medically  treated  and  cured,  of  63  cases  of  pri- 
mary lung  abscess  at  the  University  of  Arkansas 
Hospital  from  1954-1963.  This  was  78%  cure  rate. 
Of  the  63  patients,  51  were  treated  only  with 
penicillin,  12  with  penicillin  and  another  agent, 
(streptomycin,  chloramphenicol,  or  tetracy- 
cline.13 Abernathy  noted  no  difference  in  out- 
come of  those  treated  with  only  penicillin  and 
those  with  a combination  of  drugs  and  he  hypo- 
thesized that  since  penicillin  affected  both  ana- 
erobic streptococci  and  bacteroids  species,  it 
would  be  the  agent  of  choice.  Abernathy  also 
noted  that  all  his  patients  on  penicillin  developed 
a gram  negative  sputum  flora  within  three  weeks 
and  that  despite  no  change  in  antibiotic  regimen 
the  patients  continued  to  improve.  He  advocated 
not  changing  regimens  if  the  sputum  flora  alters 
but  the  patient  continues  to  improve  clinically. 
Similarly,  Rumbaugh  noted  that  of  23  patients 
receiving  penicillin  and  on  whom  serial  sputums 
were  taken,  21  had  their  sputum  flora  change 
from  gram  positive  to  gram  negative  or  from  one 
gram  negative  flora  to  another.  All  his  patients 
continued  to  improve  on  the  existing  regimen.2 

In  one  of  the  few  prospective  studies  on  treat- 
ment of  lung  abscesses,  in  the  literature,  Weiss 
et  al.  treated  36  patients  with  only  oral  peni- 
cillin (1.2  million  units  Q.I.D.)  and  4 with  only 
oral  tetracycline  (500  mgm  Q.I.D.).  All  the  pa- 
tients fevers  had  subsided  by  2 weeks  and  by  6 
weeks  only  12  of  the  40  patients  still  had  re- 
maining cavities.  By  3 months  only  2 
patients  had  residual  cavities  remaining 
and  both  were  in  the  superior  segment 
of  the  right  lower  lobe.  Both  patients  had  hemo- 
globin levels  below  10  gm  %.  Weiss  felt  that  a 
location  on  the  lower  lobe  and  a hemoglobin 
level  below  10  gm  per  cent  were  poor  prognos- 
ticators. The  size  of  the  cavity  (more  or  less  than 
3 cm  diameter),  the  degree  of  alcoholism,  the 
maximum  temperature  during  illness,  the  dura- 
tion of  symptoms  prior  to  therapy,  and  the  type 
of  organisms  (excluding  staphlococci  and  Kleb- 
siella species)  made  no  difference  to  the  final 
outcome.1 4 

Bernhard  outlined  the  criteria  for  surgical 
intervention  in  lung  abscess  as  follows:  1)  Cav- 
ities over  6 cm  diameter  not  readily  responding 
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to  therapy  2)  fever  lasting  more  than  two  weeks 

3)  strong  suspicion  of  malignancy  or  tuberculosis 

4)  evidence  of  chronicity,  as  seen  by  satellite 
abscesses,  chronic  pneumonitis  and  fibrosis, 
thickened  walls  and  5)  repeated  or  uncontrolled 
hemoptysis.1  Perlman  pointed  out  that  social 
factors  often  affect  the  decision,  especially  that 
of  chronic  alcoholism.5 

CONCLUSIONS,  SUMMARY: 

Primary  lung  abscess,  while  representing  a 
dramatic  and  potentially  lethal  state,  usually 
has  a benign  course  when  treated  with  appro- 


priate antibiotics  in  high  doses.  Predisposing 
factors  are  altered  consciousness,  an  altered 
cough  reflex,  and  a respiratory  tract  infection. 
Predominant  organisms  are  mixed  and  include 
alpha  streptococci  and  bacteroids  species.  Local- 
ization of  the  abscess  depends  on  the  anatomy  of 
the  individual’s  bronchial  tract  and  his  bodily 
position  during  aspiration.  Most  commonly, 
right  sided  lesions  predominate  over  left 
sided  lesions:  and  upper  lobe  lesions  over  lower 
lobe  lesions.  Today,  appropriate  antibiotic  ther- 
apy is  the  backbone  of  treatment.  While  many 
authors  may  use  penicillin  and  kanamycin  or 
streptomycin  to  cover  all  potential  organisms,  in 
prospective  and  controlled  studies,  penicillin 
alone,  in  high  doses,  has  been  satisfactory.  Nor 
has  a successful  regimen  required  alteration  be- 
cause of  merely  an  altering  bacterial  flora.  Sur- 
gical intervention,  primarily  resection,  is  saved 
for  complications  of  the  abscess  or  suggestions 
of  malignancy.  A classic  case  of  lung  abscess, 
typifying  many  of  the  characteristics  discussed, 
has  been  presented. 

The  author  wishes  to  thank  Dr.  .Jerry 
Greene,  Chief,  Section  of  Pulmonary  Medicine, 
St.  Paul-Ramsey  Hospital  for  his  assistance  in 
preparing  this  report. 
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News  Notes  • Changes  • Births  • News 


Pop's  Proverbs 

Writers  of  proverbs  are 
conceited. 


The  ninth  annual  Clinical 
Pathology  Workshop  was  held 
at  the  University  of  South  Da- 
kota Medical  School.  Among 
the  many  speakers  were  T.  H. 
Saiiler,  M.D.,  Yankton;  John 
F.  Barlow,  M.D.  and  Loyd 
Wagner,  M.D.,  Sioux  Falls. 

^ H:  ^ 

J.  B.  Gregg,  M.D.,  Sioux 
Falls,  was  elected  for  full 
fellowship  in  the  American 
Academy  of  Facial  Plastic  and 
Reconstructive  Surgery  at  its 
annual  meeting  in  Miami. 
Florida. 

5-:  ifc 

The  Nebraska  State  Medical 
Association  at  its  annual  meet- 
ing gave  special  recognition  to 

Floyd  Alcorn,  M.D.,  Sioux 
Falls,  for  having  practiced 
medicine  for  fifty  years. 

5j:  % 

Bristol  Laboratories  acted  as 
a sponsor  of  the  1970  South 
Dakota  State  Medical  Associa- 
tion’s annual  meeting  held  in 
Sioux  Falls.  This  information 
was  not  received  in  time  to  be 
included  in  the  program. 


The  recipient  of  the  South 
Dakota  State  Medical  Asso- 
ciation’s scholarship  is  Rich- 
ard Lucas,  Sisseton.  who  will 
be  a sophomore  this  fall.  Dean 
George  Knabe  presented  the 
award  to  Mr.  Lucas. 


YOUR 

CONTRIBUTION 
TO  THE 

SOUTH  DAKOTA 
MEDICAL  SCHOOL 
ENDOWMENT 
FUND 
IS  NEEDED 


The  American  Academy  of 
General  Practice  has  re- 
elected the  following  phys- 
icians to  active  membership  in 
that  association:  A.  J.  Tieszen, 
M.D.,  Pierre;  R.  J.  Zakahi, 
M.D.,  Pierre;  Werner  Klar, 
M.D.,  Flandreau;  B.  T.  Otey, 
M.D.,  Flandreau;  John  Rodine, 
M.D.,  Aberdeen;  G.  J.  Man- 
gulis,  M.D.,  Philip;  R.  A.  Bu- 
chanan, M.D.,  Huron;  T.  A. 
Hohm,  M.D.,  Huron;  H.  Dean 
Hughes,  M.D.,  Clear  Lake; 
Charles  Roberts,  M.D.,  Brook- 
ings; Alfred  Shousha,  M.D., 
Britton;  Nere  J.  Sundei,  M.D., 
Kadoka;  Roscoe  Dean,  M.D., 
Wessington  Springs;  Bruno 
Strauss,  M.D.,  Parker;  John  P. 
McCann,  M.D.,  Parkston;  E.  F. 
Kalda,  M.D.,  Platte;  David 
Patterson,  M.D.,  Redfield; 
Clark  Johnson,  M.D.,  Yankton; 
Leonard  Linde,  M.D.,  Mo- 
bridge;  R.  H.  Hayes,  M.D., 
Vermillion;  and  F.  U.  Sebring, 
M.D.,  Vermillion.  Re-election 
signifies  that  these  physicians 
have  successfully  completed 
150  hours  of  accredited  post- 
graduate medical  study  in  the 
last  three  years. 

A.  P.  Reding,  M.D.,  Marion, 
has  been  appointed  to  a one- 
year  term  on  the  Committee 
on  Mental  Health  of  the  Amer- 
ican Academy  o f General 
Practice. 
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The  Homestake  Medical  De- 
partment, Lead,  has  an- 
nounced the  association  of 
John  J.  Finn,  M.D.  Dr.  Finn  is 
a general  practitioner  and  has 
recently  completed  his  mili- 
tary service. 


New  physicians  in  the  state 
include  D.  S.  Malhi,  M.D.  who 
is  practicing  in  Lake  Preston, 

and  B.  K.  Ghalalia,  M.D., 

Gettysburg,  who  has  joined 

John  Kumar,  M.D.  in  general 
and  surgical  practice. 


Speakers  at  a special  con- 
ference sponsored  by  the 
Upper  Midwest  Association 
for  Inhalation  Therapists  held 
in  Sioux  Falls  included  John 
Kilbride,  M.D.;  G.  F.  Tuohy, 
M.D.;  Shannon  Turney,  M.D.; 
and  R.  S.  Hosen,  M.D.,  Sioux 
Falls. 


James  P.  Sieele,  M.D.,  Yank- 
ton, has  been  appointed  to  the 
National  Advisory  General 
Medical  Sciences  Council  of 
the  National  Institutes  of 
Health  for  a three  year  term. 

The  South  Dakota  Chapter 
American  College  of  Surgeons 
annual  meeting  was  held  in 
Aberdeen.  South  Dakota  sur- 
geons presenting  scientific 
papers  included  David  F.  Piro, 
M.D.,  Watertown;  B.  J.  Begley, 
M.D.,  Sioux  Falls;  Lawrence 
Savage,  M.D.  and  Kenneth 
Halverson,  M.D.,  Y ankton; 
and  C.  F.  Blunck,  M.D.,  Rapid 
City.  E.  W.  Gerrish,  M.D., 
chapter  president,  was  host 
and  moderator  for  the  session. 

sfc  :js 

Meynardo  Magtibay,  M.D., 

formerly  of  Bryant  and  Estel- 
line,  has  moved  to  Herreid  and 
opened  a clinic  in  the  Herreid 
hospital. 


Bruce  Lushbough,  M.D., 

Brookings,  was  one  of  four 
South  Dakota  delegates  to  par- 
ticipate in  the  General  Con- 
ference of  the  United  Meth- 
odist Church  held  in  St.  Louis. 
^ ^ ^ 

C.  A.  Johnson,  M.D.,  Lem- 
mon, spoke  on  sex  and  drugs 
at  the  monthly  meeting  of  the 
Catholic  Youth  Organization. 

Both  McKennan  and  Sioux 
Valley  hospitals  in  Sioux 
Falls  have  announced  that 
they  have  filled  their  rotating 
internships  for  the  year  start- 
ing July  1.  McKennan  hospital 
will  have  eight  interns  and 
Sioux  Valley  hospital  will 
have  six  interns,  plus  one 
pathology  intern  and  one 
pathology  resident.  Five  each 
of  the  McKennan  and  Sioux 
Valley  interns  are  also  grad- 
uates of  the  University  of 
South  Dakota  Medical  School. 
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IS  EDITORIAL  UNIFORMITY  FOR  THE 
ENTIRE  SCIENTIFIC  LITERATURE 
IMPOSSIBLE  ? ? ? 


In  most  scientific  fields  today  the  information 
explosion  has  created  a tremendous  burden  for 
editors  and  their  staffs,  filtering  out  the  usable 
material  and  eliminating  redundancy.  The  back- 
log of  potentially  valuable  information  is  so 
great  that  too  often  a manuscript  is  semi-obsolete 
when  it  appears  in  print,  long  after  its  submis- 
sion to  the  Editor.  In  the  past  the  Editor  has 
presided  over  his  domain,  often  dictating 
policies  of  the  publication  empirically.  This 
may  or  may  not  have  been  to  the  betterment  of 
the  publication. 

The  scientist  who  does  more  than  casual  in- 
vestigation may  transgress  the  boundaries  of  his 
own  specialty  and  enter  fields  of  endeavor  out- 
side the  scope  of  his  original  activities. 
He  may  elect  to  report  his  findings  in 
the  journal  of  another  discipline.  In  the 
preparation  of  manuscripts  for  periodicals  out- 
side his  primary  field,  it  is  very  probable  that 
he  will  soon  realize  that  the  format  of  his 
paper,  the  method  of  presentation  and/or  the 
style  of  bibliography  and  footnotes,  do  not  meet 
the  sanction  of  the  Editor.  This  leads  to  trouble- 
some and  superfluous  revisions  of  the  manu- 
script, unnecessary  correspondence  between 
author  and  editor,  using  much  valuable  time 
of  each,  and  causes  frustration  to  both  parties. 
At  least  some  of  the  reasons  for  rejection  or 
alterations  are  due  to  ineptitude  on  the  part  of 
the  author.  However,  some  of  the  redundant 
time  consuming  effort  is  the  fault  of  a nit-pick- 
ing editor. 

One  of  the  major  sources  of  delay  in  accept- 
ance of  manuscripts  by  authors  schooled  in  one 
scientific  discipline  by  editors  of  publications 
representing  another  discipline  is  the  lack  of 


uniformity  in  the  style  required  by  the  editor 
in  the  preparation  of  the  bibliography.  Some 
periodicals  list  references  alphabetically,  some 
in  numerical  sequence;  there  is  tremendous  dif- 
ference in  the  detail  required  in  the  references. 
The  style  of  listing  used  in  the  Cumulative  In- 
dex Medicus  is  recognized  and  employed  in  the 
majority  of  medical  publications  today.  Its  use 
simplifies  one  of  the  more  cumbersome  tasks  of 
the  author  and  the  editor.  However,  this  format 
is  not  utilized  in  many  other  scientific  journals. 
It  could  be  ! ! ! ! 

Another  source  of  consternation  is  the  general 
format  of  the  paper.  Some  publications  require 
a summary-synopsis  at  the  beginning  of  the 
paper  and  then  a summary  at  its  conclusion. 
Others  have  no  summary.  A few  accept  papers 
written  in  a free  style.  There  is  much  variability 
in  the  length  of  manuscripts  accepted,  the  num- 
ber and  type  of  illustrations  allowed  and  diver- 
sity in  the  way  illustrations  are  handled  in  the 
article.  All  of  these  compound  the  task  of  pre- 
paring an  acceptable  manuscript  by  a busy 
scientist,  and  in  some  instances  undoubtedly  de- 
tract from  the  scientific  value  of  the  paper. 

Would  it  not  be  to  the  betterment  of  all  fields 
of  science  if  some  uniformity  could  be  estab- 
lished and  used  in  the  requirements  for  manu- 
script format?  A universal  style  of  reference 
listing  would  be  one  step  in  the  right  direction. 
This  plea  is  not  for  total  conformity  by  all 
editors  but  merely  for  some  simplified  guide- 
lines which  can  be  followed  by  the  represen- 
tative of  any  scientific  discipline  in  the  report- 
ing of  his  work  and  findings. 

John  B.  Gregg,  M.D. 

Sioux  Falls,  South  Dakota 
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ietterA  to  the  Cotitor 

SOUTH  DAKOTA  SCHOOL  OF  MINES 
AND  TECHNOLOGY 

Mr.  Richard  Erickson,  Executive  Secretary 
South  Dakota  State  Medical  Association 
711  North  Lake  Avenue 
Sioux  Falls,  South  Dakota  57104 
Dear  Mr.  Erickson: 

On  behalf  of  the  Science  Fair  Committee  of 
our  college,  I want  to  thank  the  South  Dakota 
State  Medical  Association  for  their  help  in  put- 
ting on  the  Science  Fair  in  Western  South  Da- 
kota. As  you  know,  the  Science  Fair  is  a big 
event  for  the  science  oriented  students  in  our 
High  Schools.  With  the  help  of  people  like  the 
Medical  Association,  we  think  we  make  this 
event  a very  worthwhile  experience  for  the  high 
school  students. 

Sincerely  yours, 

Harvey  R.  Fraser 
President 


April  6,  1970 
66  Redwood 

Vermillion,  South  Dakota 

Mr.  Richard  Erickson 

Executive  Secretary 

South  Dakota  Medical  Association 

711  North  Lake  Avenue 

Sioux  Falls,  South  Dakota  57104 

Dear  Mr.  Erickson: 

I would  like  to  take  this  opportunity  to  ex- 
press my  thanks  to  the  South  Dakota  Medical 
Association  for  their  sponsorship  of  a tuition 
scholarship  to  a medical  student.  This  certainly 
shows  a most  commendatory  interest  in  medical 
education. 

I feel  very  honored  to  have  received  this 
award  for  next  year  and  hope  that  it  will  be 
available  to  students  in  the  forthcoming  years. 

Sincerely, 

Richard  C.  Lucas 


AVAILABLE:  Well  established  General  Prac- 
tice for  one  or  two  men.  Present  physician  is 
returning  to  graduate  school.  New,  well 
equipped  clinic  located  in  a prosperous,  pro- 
gressive community  of  1200,  28  miles  from 
Downtown  Minneapolis.  Four  hospitals  in  im- 
mediate vicinity.  Any  terms  available.  Contact 
R.  E.  Simms,  Security  State  Bank  of  St.  Michael, 
St.  Michael,  Minnesota.  Telephone  612-673-2131. 


Printing  and 
Office  Supplies 
for  the 
Medical 
Profession 

□E 

MIDWEST  BEACH,  INC. 

AREA  CODE  605  TELEPHONE  336-3480 

7TH  & PHILLIPS,  SIOUX  FALLS,  S.  D.  57102 

. . . the  place  to  ao  j^or 
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ANTIBODY  SCREENING  IN  BLOOD  BANK 

*J.  F.  Barlow,  M.D.,  FCAP 
* ‘Robert  G.  Olson,  M.D. 

* * ** *** **** * Del  win  K.  Ohrt,  M.D. 

““Don  Meyer,  M.T.  (ASCP) 


One  of  the  most  useful  procedures  in  modern 
blood  banking  for  the  routine  hospital  labora- 
tory has  been  the  use  of  reagent  red  blood  cells 
for  screening  for  atypical  or  irregular  antibodies 
(antibodies  belonging  to  blood  groups  other  than 
ABO).  The  reagent  red  cells  used  for  this  are 
group  O red  cells  which  have  been  so  selected 
that  they  contain  the  common  blood  group  anti- 
gens and  therefore  will  detect  the  corresponding 
antibodies  when  reacted  by  saline,  albumin,  anti- 
globulin, (or  if  necessary)  enzyme  techniques. 
The  major  use  of  antibody  screening  is  in  three 
areas  in  routine  blood  banking:  (1)  Donor  screen- 
ing (2)  Recipient  screening  and  (3)  Prenatal 
screening. 

Donor  screening  has  become  an  integral  part 
of  most  blood  banks  in  that  it  can  replace  the 
minor  crossmatch  in  the  opinion  of  many.  It  has 
the  advantage  of:  (1)  Only  having  to  be  per- 
formed once  on  a unit  of  blood,  (2)  it  is  done  on 
fresh  serum  when  the  blood  is  processed  and  is 
therefore  more  likely  to  pick-up  complement 
dependent  antibodies,  (3)  it  tests  for  intradonor 
incompatibility  which  the  minor  crossmatch  does 
not,  (4)  it  can  be  performed  as  the  blood  is  being 
processed  in  a routine  manner  rather  than  as  an 
emergency  when  blood  is  suddenly  required  for 
compatibility  testing.  Since  a single  unit  of  blood 

^Pathologist,  Sioux  Valley  Hospital,  Professor  of 
Clinical  Pathology,  School  of  Medicine,  Univer- 
sity of  South  Dakota. 

**General  Practitioner,  Sioux  Valley  Hospital. 

***Resident  in  Pathology,  Sioux  Valley  Hospital. 

****Head  Technologist  of  Blood  Banks,  Sioux  Valley 
Hospital. 


is  often  cross-matched  several  times,  the  tech- 
nique also  saves  on  the  use  of  Coombs  serum 
and  other  reagents  which  would  have  to  be  used 
if  a complete  minor  crossmatch  were  done  each 
time  a unit  is  crossmatched.  However,  probably 
the  major  reason  for  using  donor  screening  is 
that  it  does  test  for  intradonor  incompatibility: 
that  is,  antibody  in  the  donor  serum  which 
might  be  incompatible  with  another  donor’s  red 
cells  but  not  the  recipient’s  red  cells.  For  ex- 
ample, if  two  donors,  one  Kell  positive  and  one 
Kell  negative  with  anti-Kell  antibody  in  the 
serum  were  crossmatched  with  a Kell  negative 
recipient  the  crossmatch  would  be  compatible 
between  recipient  and  both  donor  units.  How- 
ever, the  anti-Kell  of  one  donor  would  react 
with  Kell  positive  cells  of  the  other  donor  when 
mixed  in  the  same  circulation.  This  problem 
would  be  avoided  by  donor  screening. 

Recipient  screening  is  also  a worthwhile  pro- 
cedure in  that  it  checks  upon  the  major  cross- 
match which,  of  course,  cannot  be  eliminated. 
An  important  use  for  recipient  screening  is  that 
it  may  pick-up  antibodies  that  cannot  be  de- 
tected in  the  major  crossmatch.  One  situation  in 
which  this  may  arise  is  in  relation  to  dosage 
effect.  Such  an  effect  may  be  seen  in  the  in- 
stance of  c where  a homozygous  cell  will  react 
more  strongly  than  the  heterozygous  cell.  Many 
commercial  reagent  red  cells  for  screen- 
ing are  made  up  so  that  they  are  homo- 
zygous for  c and  therefore  more  likely  to 
pick  up  a low  titer  antibody  of  anti-c  than 
perhaps  in  a crossmatch  done  with  a heterozy- 
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• Meet  the  Personal  and  Professional 
Challenge  of  the  1970’s 

These  scientific  sessions,  special  programs, 
exhibits  and  films  will  help  you  practice  better 
medicine.  Plan  now  to  attend  the  AMA 
Convention. 

• The  Comatose  Patient  and  the  Diagnosis  of 
Death 

• Conception  Control  and  Abortion 

• Delivery  of  Health  Care — The  Role  of  the 
Allied  Health  Personnel 

• The  Role  of  the  Physician  in  Family  Life, 
Education,  etc. 

• Kidney  Disease 

• Hepatitis 


• The  Suicidal  Patient 

• Drug  Interactions  and  Adverse  Reactions 

• Occupational  Diseases  of  Current  Interest 

• Plastic  and  Maxillofacial  Surgery 

• Nuclear  Medicine 

• Daily  Showing  of  newest  Medical  Films 

• 250  Scientific  Exhibits — the  latest  research 

• Multidiscipline  Research  Forum 

Complete  details  of  the  Scientific  Program  are 
in  the  May  4,  1970  issue  of  the  Journal  of  the 
American  Medical  Association. 

Check  it  carefully.  Then  use  the  housing  and 
advance  registration  forms  appearing  in  JAMA 
and  the  American  Medical  News  to  insure  your 
place  at  the  world’s  largest  medical  convention. 
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CLINICOPATHOLOGICAL  CONFERENCE 

From  the  Intern  and  Resident  Teaching  Conferences  at  the  Sioux  Valley  Hospital,  conducted  by 
the  D epartments  of  Pathology  of  the  Hospital  and  of  the  School  of  Medicine 
of  the  University  of  South  Dakota 


JOHN  F.  BARLOW,  M.D.*  RUSSELL  T.  ORR,  M.D.** 

Pathologist  Discusser 

27  YEAR  OLD  MULTIGRAVIDA  WITH 
LOWER  ABDOMINAL  PAIN 


CASE  66-133 

This  27-year  old  Caucasian  female  entered 
Sioux  Valley  Hospital  because  of  vaginal  bleed- 
ing and  crampy  lower  abdominal  pain. 

The  patient  had  regular  monthly  menses  every 
28  days.  The  last  menstrual  period  was  six 
weeks  prior  to  admission.  The  previous  mens- 
trual period  was  ten  weeks  prior  to  admission. 
Both  periods  were  normal  in  amount  and  dura- 
tion. Three  weeks  prior  to  admission  there  was 
a nine-day  period  of  irregular  scant  blood-tinged 
vaginal  discharge.  The  flow  gradually  increased 
until  it  had  required  six  pads  daily  for  four  days 
prior  to  admission.  There  had  been  no  passage 
of  tissue  or  clots.  Crampy  lower  abdominal  pain 
had  started  two  weeks  prior  to  admission  and 
increased  in  intensity  for  the  few  days  prior  to 
admission. 

The  patient  had  four  children,  7,  5.  and  twins 
age  2.  There  had  been  a spontaneous  abortion  at 
3V2  months  six  years  previously.  The  menarche 
was  at  age  10.  Review  of  systems  and  past  his- 
tory were  unremarkable. 

Physical  examination  revealed  a well- 
developed,  well-nourished  female  — blood  pres- 
sure 110/70,  pulse  80/min.  and  regular,  res- 
pirations 24/min.  and  temperature  98.2°F.  The 
examination  of  the  head,  neck,  eyes,  ears,  nose 
and  pharynx  was  normal.  The  chest  was  clear 
to  auscultation  and  percussion.  The  breasts  were 
normal.  The  heart  examination  was  unremark- 
able. The  abdominal  examination  showed  only 


^Professor  of  Clinical  Pathology,  School  of  Medicine, 
University  of  South  Dakota  and  Pathologist,  Sioux 
Valley  Hospital. 

** Associate  Professor  of  Obstetrics  and  Gynecology, 
School  of  Medicine,  University  of  South  Dakota, 
Obstetrician  and  Gynecologist,  Sioux  Valley  Hos- 
pital. 


slight  lower  abdominal  tenderness.  Pelvic  exam- 
ination showed  firm,  parous  vaginal  walls.  The 
cervix  was  enlarged  2.5  inches  in  diameter,  cy- 
anotic, slightly  softened  and  patulous.  The 
uterus  was  posterior,  of  generous  size,  regular 
and  free.  There  were  no  palpable  adnexal 
masses. 

Clinical  Pathology  Data:  urinalysis-yellow, 

clear,  specific  gravity  1.019,  pH  6.0,  negative  for 
protein,  glucose,  hemoglobin,  ketones,  2-3  leu- 
kocytes per  high  power  field,  occasional  red 
blood  cells  per  high  power  field.  Hemoglobin 
was  12.1  gms.  per  100  ml.,  red  blood  count  4.20 
million  per  mm3,  hematocrit  36  vol.  %,  mean 
corpuscular  hemoglobin  concentration  34%. 
Total  leukocyte  count  7,600  per  mm3  with  73% 
segmented  neutrophils,  1%  neutrophilic  bands, 
2%  eosinophils,  24%  lymphocytes.  The  red  cells 
were  normochromic  normocytic.  The  platelets 
were  adequate  on  smear.  A pregnancy  test  was 
negative. 

On  the  following  day,  a dilatation  and  curet- 
tage revealed  a decidual  reaction.  The  pelvic 
examination  under  anesthesia  was  similar  to 
the  previous  one  described.  The  right  ovary  was 
described  as  normal.  The  left  ovary  was  slightly 
enlarged  to  about  3 cm. 

After  the  operation,  the  patient  developed 
nausea  and  vomiting.  This  was  attributed  to 
anesthesia  reaction  or  a possible  underlying 
ectopic  pregnancy.  She  was  discharged  to  be 
followed  closely.  That  evening  she  had  increas- 
ing nausea,  lower  abdominal  pain,  loose  stools 
and  faintness.  On  admission,  she  had  a blood 
pressure  of  110/70,  pulse  full  and  regular.  There 
was  diffuse  lower  abdominal  tenderness  with 
spasm.  The  pelvic  examination  was  soft  and 
cyanotic.  The  uterus  was  horizontal,  of  normal 
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size,  regular  and  tender  on  movement.  No  ad- 
nexal mass  was  felt  but  the  patient  was  tender 
throughout  the  entire  pelvis. 

*DR.  ORTMEIER:  I might  add  that  it  is  not 
mentioned  in  the  protocol  that  this  patient’s 
blood  pressure  soon  fell  to  0 after  admission. 
DR.  ORR:  Then  I must  say  that  this  represents  a 
case  of  ectopic  pregnancy  without  a doubt.  The 
D&C  was  perhaps  a little  unusual,  but  I have 
seen  this  happen.  However,  the  patient  does 
have  the  triad  of  ectopic  signs:  abdominal  pain, 
a missed  or  abnormal  menstrual  period  and 
bleeding  or  spotting  of  blood.  A patient,  with 
this  triad  of  symptoms  has  ectopic  pregnancy 
until  proven  otherwise.  I might  emphasize  that 
the  period  does  not  have  to  be  missed,  it  can 
just  be  abnormal.  This  patient  had  crampy 
lower  abdominal  pain.  This  is  the  most  com- 
mon sign  of  ectopic  pregnancy  but  is  very  dif- 
ficult to  evaluate.  She  had  vaginal  bleeding. 
This  is  often  associated  with  the  passage  of  de- 
cidual tissue  or  a decidual  cast.  It  often  repre- 
sents the  approximate  time  of  embryonic  death. 
On  physical  examination  perhaps  the  most  help- 
ful physical  sign  is  exquisite  tenderness  in  the 
cervix  when  the  cervix  is  touched  or  moved. 
The  only  other  condition  in  which  you  see  this  is 
acute  pelvic  inflammatory  disease.  In  either  in- 
stance, the  patient  will  almost  go  off  the  end  of 
the  table  when  the  cervix  is  manipulated.  There 
is  no  mention  of  this  degree  of  tenderness  in  this 
case.  However,  the  patient  may  have  been  ex- 
amined before  the  intra-abdominal  bleeding 
took  place  giving  rise  to  the  tenderness.  There 
is  also  no  abdominal  mass  in  this  case,  but  this 
certainly  can  be  seen  in  ectopic  pregnancy.  The 
cervix,  in  this  case,  was  enlarged,  slightly  cy- 
anotic and  patulous.  This  is  an  uncertain  sign. 
The  pregnancy  test  was  negative  in  this  case. 
This  test  is  not  very  helpful  in  the  diagnosis  of 
ectopic  pregnancy.  Fifty  per  cent  of  the  time  it 
is  negative.  As  a matter  of  fact,  when  it  is  posi- 
tive it  usually  indicates  a more  serious  advanced 
form  of  ectopic  pregnancy.  There  has  been 
enough  trophoblastic  tissue  present  to  produce 
a level  of  chorionic  gonadotropin  in  the  urine 
to  give  a positive  test.  This  would  imply  that 
there  is  a fair  amount  of  trophoblastic  tissue 
and  that  the  ectopic  pregnancy  is  a large  one. 

One  must  also  consider  acute  pyelonephritis 
and  renal  stones.  The  urinalysis  certainly  does 
not  suggest  acute  pyelonephritis  and  the  white 


* General  Practitioner,  Sioux  Valley  Hospital,  Clin- 
ical Faculty,  School  of  Medicine,  University  of 
South  Dakota. 


count  is  normal.  The  pain  is  not  that  of  renal 
colic. 

The  decidual  reaction  mentioned  at  the  D&C 
is  certainly  not  pathognomonic  of  pregnancy. 
Decidua  is  a normal  premenstrual  occurrence. 
Also,  we  have  seen  much  more  decidual  reaction 
along  with  the  use  of  the  oral  progestins  than 
we  ever  did  previously.  These  drugs  add  to  the 
state  of  confusion. 

The  patient,  after  being  seen,  developed  loose 
stools  and  faintness.  This  is  a characteristic  sign 
of  intra-abdominal  hemorrhage  from  ectopic 
pregnancy  in  that  the  blood  in  the  pelvis 
irritates  the  bowel  and  the  patient  develops  loose 
stools.  This  is  often  referred  to  as  the  “bathroom 
sign.”  The  patient  will  often  faint  in  the  bath- 
room. In  fact,  the  husband  may  call  you  and  tell 
you  that  the  wife  was  having  loose  stools  and 
suddenly  fainted  and  now  looks  very  ill.  In  such 
a situation,  high  on  the  list  of  differential  diag- 
nosis is  ectopic  pregnancy. 

In  this  particular  case,  the  symptoms  followed 
a D & C.  We  must  consider  a perforated 
uterus  with  intraperitoneal  hemorrhage.  A pa- 
tient with  ectopic  pregnancy  often  presents 
with  incipient  shock.  And  this  patient’s  vital 
signs  were  fairly  normal  until  after  the  last  ad- 
mission. This  can  fool  you. 

It  is  to  be  noted  that  20%  of  normal  women  in 
a pregnancy  will  spot  blood.  Pain  in  association 
with  this  spotting  is  of  more  significance. 
Of  the  20%  of  patients  that  do  spot  blood,  about 
V2  of  them  will  end  up  with  abortions  or  some 
type  of  pathology. 

The  incidence  of  ectopic  pregnancy  is  highly 
variable.  You  can  find  an  incidence  of  from  one 
in  sixty  to  one  in  three  hundred  pregnancies  in 
literature.  I use  a figure  that  about  1%  of  all 
pregnancies  are  ectopic. 

Ectopic  pregnancies  are  usually  divided  clin- 
ically into  acute  and  subacute.  The  acute  ectopic 
pregnancy  no  one  has  any  problem  diagnosing. 
The  patient  is  in  shock;  she  has  a rigid  abdomen; 
the  patient,  therefore,  has  a surgical  abdomen. 
You  can  make  the  diagnosis  ahead  of  time  by  a 
paracentesis  if  you  want.  However,  there  is  an 
indication  for  surgery. 

The  subacute  ectopic  can  fool  anyone.  They 
are  a serious  problem  because  it  should  be  noted 
that  there  is  a 10%  mortality  in  ectopic  preg- 
nancy in  almost  all  series.  Sometimes  this  is 
because  the  patient  does  not  get  to  the  hospital 
in  time.  In  subacute  ectopic  pregnancy,  the  dif- 
ferential diagnosis  includes  pelvic  inflammatory 
disease,  acute  pyelonephritis,  twisted  ovarian 
cyst,  and  sometimes  a hidden  septic  abortion. 
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The  patient  who  has  had  a previous  ectopic 
pregnancy  has  a 10%  chance  of  recurrence.  A 
patient  who  has  had  tubal  surgery  has  as  high 
as  a 25%  chance  of  her  pregnancy  being  ectopic. 

The  unruptured  or  even  ruptured  ectopic 
pregnancy  can  be  a clinical  problem.  You  may 
have  a nulliparous  or  primiparous  patient  with 
a little  spotting  and  no  abdominal  mass.  There 
may  be  slight  nausea.  All  of  these  kinds  of 
symptoms  are  seen  in  many  intrauterine  preg- 
nancies. When  you  are  in  a diagnostic  dilemma, 
culdoscopy  or  peritoneoscopy  can  be  used.  A 
simple  procedure  is  needling  of  the  Cul-de-sac 
which  can  be  very  helpful.  If  there  is  still  any 
doubt,  surgery  is  definitely  indicated  because  of 
the  known  10%  mortality  associated  with  this 
condition.  You  must  have  a high  index  of  sus- 
picion. This  implies,  of  course,  that  you  are  going 
to  make  a certain  number  of  errors.  A certain 
number  of  patients  are  going  to  have  negative 
findings  when  you  do  an  exploratory  laparo- 
tomy. This  is  embarrassing,  but  not  as  embarras- 
sing as  burying  a mother  on  whom  you  have 
waited  too  long.  I feel  that  it  is  justifiable  to 
have  a few  negative  explorations.  In  one  series, 
there  was  a 50%  instance  of  negative  explora- 
tions. This  group  felt  that  this  negative  instance 
was  warranted  because  of  the  gravity  of  the 
disease. 

A complication  of  ectopic  pregnancies,  mater- 
nal death  excluded,  is  abortion  of  the  ectopic 
through  the  tube  into  the  peritoneal  cavity  with 
possible  secondary  abdominal  pregnancy.  I have 
never  seen  one  of  these.  It  is  certainly  rare. 

In  my  experience,  I have  found  women  ex- 
tremely tolerant  of  pain.  Women  with  ectopic 
may  lie  in  bed  saying,  “I  hurt  but  not  too  bad” 
and  when  you  ask  them  where  it  hurts  they  say 
all  over.  Women  tolerate  blood  in  the  peri- 
toneum amazingly  well  and  you  get  fooled  into 
thinking  that  the  problem  is  not  as  serious  as  it 
is. 

You  also  must  remember  that  all  women  do 
not  wish  to  be  pregnant  and  they  will  vehement- 
ly deny  that  they  could  be  pregnant.  They  will 
actually  “lie  themselves  dead.”  I have  had  three 
such  cases.  Two  were  unmarried.  I had  one  pa- 
tient who  arrived  in  Sioux  Falls  on  a plane  and 
was  thought  to  have  pneumonia  and  pancreatitis 
and  turned  out  to  have  an  ectopic  pregnancy. 
The  clue  was  the  pulse  rate  which  continued  to 
rise  from  80-130  in  a short  period  of  time.  She 
denied  the  possibility  of  pregnancy.  Another  pa- 
tient of  44  had  a group  insurance  plan  and  was 
embarrassed  to  let  anyone  know  about  the  pos- 
sibility of  pregnancy  since  she  was  unmarried. 


She  almost  died. 

In  summary,  I would  say  that  the  best 
diagnostic  aids  of  physical  examination  are 
the  cervical  tenderness  I mentioned  and  the 
vital  signs.  In  particular,  a rising  pulse  is  very 
helpful.  The  blood  pressure  may  not  go  down 
until  after  the  pulse  rises  and  then  the  blood 
pressure  may  suddenly  drop  to  0. 

I would  like  to  mention  one  experience  that  I 
had  with  diagnostic  puncture  of  the  Cul-de-sac. 
I withdrew  5 cc  of  nonclotting  blood  which  is 
what  you  expect  to  see  in  a ruptured  ectopic 
pregnancy.  The  blood  doesn’t  clot.  And  when  I 
operated  on  the  patient  that’s  all  the  blood  there 
was.  Some  physicians  feel  more  strongly  that  a 
culdoscopy  should  be  done  and  that  it  is  easy 
to  recognize  intraperitoneal  bleeding  with  the 
culdoscope.  In  fact,  you  can  remove  ectopics 
through  the  culdoscope.  This  saves  the  patient 
an  abdominal  surgical  procedure.  I would  cer- 
tainly have  operated  on  this  patient.  Probably 
not  sooner  than  it  was  done  here  as  it  is  always 
hard  to  judge  any  individual  case. 

DR.  ORR'S  DIAGNOSES 

ECTOPIC  PREGNANCY  OF  FALLOPIAN 
TUBE  WITH  INTRA-ABDOMINAL 
HEMORRHAGE 

DR.  BARLOW:  Are  there  any  further  com- 
ments? 

*DR.  MUTCH:  I would  like  to  discuss  one  in- 
teresting patient  that  I had.  This  was  a patient 
who  had  had  a previous  history  of  ectopic  preg- 
nancy and  came  in  with  a story  of  a missed 
period  and  vaginal  bleeding.  While  in  the  hos- 
pital, she  passed  a fetus  and  I assumed  then  that 
she  had  an  incomplete  abortion.  However,  after 
her  discharge,  she  came  back  with  a surgical  ab- 
domen and  I had  to  operate.  I opened  the  tube 
and  extracted  the  pregnancy  and  was  able  to 
conserve  the  remaining  tube.  She  has  since  de- 
livered a normal  child. 

DR.  ORR:  I would  like  to  discuss  a case  of  mine, 
talking  about  preserving  a tube.  This  patient 
was  operated  on  for  ectopic  pregnancy  and  the 
surgeon  saw  blood  coming  from  one  tube  and 
resected  it  along  the  ovary  on  that  side.  A 
month  later,  the  patient  had  recurrent  symp- 
toms and  we  operated  on  her  to  find  out  if  she 
had  an  ectopic  on  the  other  side.  The  wrong 
tube  had  been  removed.  Fortunately,  we  were 
able  to  shell  this  pregnancy  out  and  preserve 
the  function  of  the  tube  also. 


* Obstetrician  and  Gynecologist,  Sioux  Valley  Hos- 
pital, Clinical  Faculty,  School  of  Medicine,  Univer- 
sity of  South  Dakota. 
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**DOCTOR  MERSY:  What  about  the  etiology 
of  ectopic  pregnancy? 

DR.  ORR:  Well  the  most  common  predisposing 
factor  is  gonorrhea  with  salpingitis.  We  have 
a lower  incidence  of  that  in  South  Dakota;  but 
in  large  metropolitan  areas,  gonorrhea  is  ex- 
tremely prevalent.  In  large  metropolitan  cen- 
ters, one  of  the  major  problems  is  getting  the 
patient  to  the  hospital  because  of  the  traffic 
problem.  The  patient  can  often  die  on  the  way. 
We  don’t  have  that  problem  here  either.  In 
Cleveland,  they  have  had  patients  stalled  in 
traffic  jams  who  died  in  the  ambulance  on  the 
way  to  the  hospital.  I might  add  that  the  sever- 
ity of  the  hemorrhage  is  correlated  with  the 
position  in  the  fallopian  tube.  The  closer  the 
pregnancy  is  to  the  uterus  the  worse  the  hemor- 
rhage and  also  the  longer  the  gestation  is  car- 
ried before  hemorrhage. 

*DR.  WILLIAMS:  Will  you  discuss  a function- 
ing corpus  luteum  in  the  differential  diagnosis? 
DR.  ORR:  The  functioning  corpus  luteum  can 
give  many  of  the  signs  or  symptoms  of  ectopic 
pregnancy.  You  can  get  hemorrhage  into  a 
corpus  luteum,  so  called  corpus  luteum  hema- 
toma, which  can  form  a mass  along  with  de- 
layed menses  and  can  simulate  ectopic  preg- 
nancy. 

DR.  BARLOW:  These  hemorrhages  from  cor- 
pora lutea  can  give  rise  to  a massive  bleeding, 
can  they  not? 

DR.  ORR:  Absolutely!  Anywhere  from  a tea- 
spoon to  a couple  pints.  It  can  be  fatal. 

***DR.  OHRT:  Why  is  the  blood  not  clotting? 
DR.  ORR:  I don’t  know,  but  it  is  diagnostic. 
DR.  WILLIAMS:  I think  that  one  explanation 
is  that  it  is  defibrinated  by  the  thromboplastin 
in  the  trophoblast. 

DR.  ORTMEIER:  I would  like  to  say  that  this 
syndrome  of  functioning  corpus  luteum  cer- 
tainly can  be  a problem.  We  have  a young  nurse 
whom  we  thought  had  a possible  ectopic  preg- 
nancy. As  she  was  lying  in  the  corridor  about  to 
go  into  the  operating  room,  she  suddenly  sat  up 
and  complained  of  severe  pain  in  the  abdomen. 
On  operation,  she  proved  to  have  hemorrhage 
involving  the  tube  and  ovary.  I told  her  that  I 
thought  she  had  an  ectopic  even  after  surgery; 
but  it  proved  to  be  a ruptured  corpus  luteum. 
DR.  ORR:  I think  that  as  I have  mentioned 

**Intern,  Sioux  Valley  Hospital. 

^Obstetrician  and  Gynecologist,  Sioux  Valley  Hos- 
pital. 

***Pathology  Resident,  Sioux  Valley  Hospital;  In- 
structor in  Pathology,  School  of  Medicine,  Univer- 
sity of  South  Dakota. 


many  pregnant  women  can  have  minor  cramps 
and  spotting.  I think  that  following  these  pa- 
tients without  giving  them  progestins  or  other 
hormones  is  sometimes  warranted.  I think  we 
always  feel  that  we  have  to  do  something  for 
the  patient  and  this  is  not  always  indicated.  I 
might  mention  also  that  many  patients  spot 
during  pregnancy  as  I have  said  before.  I think 
doing  nothing  and  following  the  patient  is  often 
best.  However,  this  is  sometimes  the  problem 
as  the  family  is  quite  upset. 

PATHOLOGIC  DISCUSSION 
DR.  BARLOW:  Indeed,  as  described,  this  was  an 
ectopic  pregnancy.  The  following  shows  the 
gross  picture  of  the  tubal  pregnancy.  (Fig.  I) 
The  next  is  a microscopic  section  showing  the 
villi  in  the  tube.  I might  add  that  after  tubal 
abortions,  it  is  sometimes  difficult  to  find  any 
villi  within  the  tube.  Sometimes  we  have  to 
take  multiple  sections  of  the  hematosalpinx  in 
order  to  find  a few  villi  indicating  that  this  is 
truly  an  ectopic  pregnancy. 

I shall  now  review  the  pathology  of  ectopic 
pregnancy.  Many  of  these  points  Dr.  Orr  has 
amply  discussed  or  mentioned  previously  but 
some  are  worthy  of  emphasis.  Strictly  speaking, 
ectopic  pregnancy  is  a more  inclusive  term  than 
extrauterine  pregnancy  since  pregnancy  in  the 


Figure  I — Note  small  fetus  (arrow)  surrounded  by 
hemorrhage  in  the  ruptured  tube. 
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interstitial  portion  of  the  tube  or  in  a rudimen- 
tary uterine  horn  is  ectopic  but  not  extrau- 
terine.  Ectopic  pregnancy  is  a gestation  in  which 
the  fertilized  ovum  implants  itself  at  some  site 
other  than  the  usual  one  in  the  endometrium. 
An  ectopic  pregnancy  in  the  tube  is  by  far  the 
most  common  site.  The  pregnancy  may  occur 
anywhere  in  the  tube.  As  pointed  out  by  Dr. 
Orr,  the  closer  the  pregnancy  is  to  the  uterus, 
the  more  serious  the  bleeding.  The  incidence  of 
ectopic  pregnancy  varies  from  1 to  120  to  1 to  300 
depending  upon  the  incidence  of  predisposing 
factors  in  the  population.  The  most  common  of 
the  predisposing  factors  is  tubal  obstruction  as  a 
consequence  of  inflammation  usually  secondary 
to  gonococcal  infection  or  occasionally  postpar- 
tum or  tuberculous  infection.  Sites  for  ectopic 
pregnancy  include  1)  any  portion  of  the  tube,  2) 
rudimentary  uterine  horn  (cornual  pregnancy), 
3)  ovary,  4)  abdominal  cavity  either  primary  or 
secondary,  5)  cervix,  6)  pocket  of  adenomyosis. 
The  problem  with  all  of  these  ectopic  sites  is 
that  decidua  is  deficient  and  not  well  formed 
and  is  only  well  formed  in  the  endometrium  of 
the  uterus.  The  chorionic  villi  invade  the  non- 
decidual  tissue  at  ectopic  sites  often  entering 
large  blood  vessels  with  the  threat  of  massive 
intra-abdominal  hemorrhage.  At  all  ectopic 
sites  including  the  tube  and  ovary,  decidua  may 
be  formed  but  only  to  a small  degree  while  the 
trophoblastic  villi  are  normal  in  structure  and 
show  their  usual  invasiveness. 

Tubal  pregnancy  can  have  a number  of  out- 
comes. These  include:  a)  tubal  abortion  with 
hematosalpinx  or  bleeding  from  the  end  of  the 
tube  or  rarely  secondary  abdominal  pregnancy, 
b)  tubal  rupture  with  massive  intra-abdominal 
hemorrhage  or  broad  ligament  hematoma,  c) 
secondary  intraligamentous  or  abdominal  preg- 
nancy, d)  spontaneous  regression,  e)  calcification 
and  lithopedion  formation  (mummification),  f) 
hydatidiform  mole  or  choriocarcinoma. 

A few  points  should  be  made  about  the  diag- 
nosis of  ectopic  pregnancy.  The  pregnancy  test 
may  often  be  negative.  The  value  of  a diagnostic 
curettage  is  very  limited  since  the  endometrium 
may  show  a variety  of  patterns.  One  is  a de- 
cidual pattern.  This  is  indistinguishable  from 
intrauterine  pregnancy  unless  chorionic  villi  or 
trophoblast  is  found.  Late  secretory  endome- 
trium with  decidual  changes  is  also  similar.  The 
decidua  may  be  sloughed  as  a cast.  After  this 
proliferative  or  secretory  endometrium  may  be 
seen.  One  helpful  feature  is  the  Arias-Stella  re- 
action. This  is  hypersecretory  endometrium  in 
which  large  irregular  nuclei  are  seen.  The  pres- 


ence of  Arias-Stella  reaction  in  the  absence  of 
trophoblastic  tissue  suggests  a pregnancy  is 
present  somewhere  in  the  body.  This  can  be 
a helpful  sign  to  a physician  of  a possible  ectopic 
gestation. 

I would  now  like  to  make  a few  brief  com- 
ments about  ovarian  pregnancy.  This  is  a rela- 
tively rare  condition.  We  have  seen  two  cases  in 
the  past  two  years.  One  of  these  cases  has  been 
reported  by  Dr.  Stahmann  in  this  Journal. 

In  the  anatomic  diagnosis  of  ovarian  preg- 
nancy, the  criteria  of  Spielgeiberg  are  usually 
used:  1)  the  tube  including  the  fimbria  ovarica 
must  be  intact  and  the  former  clearly  separate 
from  the  ovary,  2)  the  gestation  sac  must  oc- 
cupy the  normal  position  of  the  ovary,  3)  the  sac 
must  be  connected  with  the  uterus  by  the 
ovarian  ligament,  4)  unquestionable  ovarian 
tissue  must  be  demonstrable  in  the  walls  of  the 
sac. 

It  is  to  be  remembered  that  the  ovum  as  it 
exists  in  the  ovary  is  not  capable  of  fertilization 
so  that  the  ovum  is  probably  fertilized  in  the 
tube  and  takes  root  in  decidua,  a follicle  or  cor- 
pus luteum. 

The  whole  subject  of  ectopic  pregnancy  repre- 
sents a common  but  continuing  problem  and  the 
young  woman  who  dies  or  almost  dies  reminds 
us  of  the  gravity  of  the  condition. 

FINAL  DIAGNOSIS 

Ruptured  ectopic  pregnancy  of  left  fallopian  tube 
with  massive  intraperitoneal  hemorrhage. 
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REACTIONS  TO  MEDICARE-MEDICAID 
REPORT 

A recent  article  in  the  AMERICAN  MED- 
ICAL NEWS  notes  that  medical  leaders  across 
the  country  feel  that  physicians  are  being  used 
as  “scapegoats”  in  the  controversy  over  Med- 
icare and  Medicaid  costs.  The  AMA  publication 
reported  that  Dr.  Robert  H.  Quinn,  president  of 
the  South  Dakota  State  Medical  Association, 
and  Richard  C.  Erickson,  executive  director  of 
South  Dakota  Blue  Shield,  issued  a joint  state- 
ment emphasizing  that  the  two  groups  are  work- 
ing together  to  prevent  abuse  of  the  programs. 
Dr.  Quinn  was  reported  as  saying:  “The  South 
Dakota  State  Medical  Association  will  not 
tolerate  abuses  of  health  care  programs  by 
physicians.  The  physicians  in  South  Dakota  be- 
lieve in  the  concept  that  they  must  police  their 
own  ranks.  That  is  exactly  what  is  being  done 
in  our  state.” 
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Dennis  Seacat,  M.D. 

N.  R.  Whitney,  M.D. 

N.  E.  Wessman,  M.D. 

FELLOW  MEMBERS 

$25  or  more 

H.  L.  Ahrlin,  M.D. 

T.  R.  Anderson,  M.D. 


S.  W.  Allen,  M.D. 

C.  F.  Binder,  M.D. 

E.  J.  Batt,  M.D. 

Robert  Buck,  M.D. 

V.  H.  Cutshall,  M.D. 

Allen  W.  Delzell,  M.D. 
Edward  Creighton,  M.D. 

C.  B.  Gwinn,  M.D. 

R.  S.  Hubbs,  M.D. 

Doyle  Hagg,  M.D. 

Thomas  C.  Johnson,  M.D. 
Huron  Clinic  Foundation 
Harold  Adams,  M.D. 

C.  F.  Gryte,  M.D. 

W.  O.  Hanson,  M.D. 

W.  R.  J.  Kilpatrick,  M.D. 
Fred  Leigh,  M.D. 

B.  T.  Lenz,  M.D. 

W.  H.  Saxton,  M.D. 

H.  L.  Saylor,  M.D. 

Lyndon  King,  M.D. 

Delmar  Knudson,  M.D. 
Charles  Loos,  M.D. 

E.  R.  Maresh,  M.D. 

Wing  Mar,  M.D. 

Laird  McRae,  M.D. 

John  Ochsner,  M.D. 

Wm.  J.  Pitlick,  M.D. 
Franklin  Pratt,  M.D. 

M.  C.  Rousseau,  M.D. 

E.  W.  Sanderson,  M.D. 

N.  B.  Saoi,  M.D. 

W.  H.  Schumacker,  M.D. 

H.  F.  Schuknecht,  M.D. 

E.  Watson,  M.D. 

Keith  L.  Wrage,  M.D. 
Lawrence  Wolpin,  M.D. 
Barbara  Spears,  M.D. 

CONTRIBUTORS 

J.  N.  Berbos,  M.D. 

Dwight  Danburg,  M.D. 

W.  E.  Donahoe,  M.D. 
Werner  Klar,  M.D. 

B.  T.  Otey,  M.D. 

Clark  Seely,  M.D. 

John  Wood,  M.D. 

Yankton  Clinic  Group 
Kenneth  Halverson,  M.D. 
Gordon  Held,  M.D. 

James  Jackson,  M.D. 

C.  B.  McVay,  M.D. 
Richard  Porter,  M.D. 
Brooks  Ranney,  M.D. 

T.  H.  Sattler,  M.D. 

L.  E.  Savage,  M.D. 

W.  F.  Stanage,  M.D. 

R.  F.  Thompson,  M.D. 

R.  R.  Thornton,  M.D. 
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To  my  colleagues  I would  like  to  say: 

Thank  you  for  the  honor  and  privilege  of  being  selected  as  your  President.  The  office  carries 
many  responsibilities  of  which  I am  aware.  I shall  work  hard  trying  to  fulfill  the  duties  of  the 
office. 

Our  problems  are  many  but  we  must  not  lose  sight  of  the  fact  that  our  prime  purpose  is  our 
patient’s  welfare  and  other  problems  are  secondary. 

As  I look  upon  this  next  year,  the  Association  is  going  to  need  the  talent,  the  time,  and  the 
assistance  of  all  its  members.  We  will  need  the  closest  cooperation  of  everyone  for  our  problems 
should  be  solved  on  a logical  basis,  not  an  emotional  one. 

The  present  system  of  delivery  of  medical  care  is  being  challenged  and  undoubtedly  some 
changes  will  be  made.  We,  however,  should  take  an  active  part  in  directing  the  changes  and 
present  reasonable  solutions  to  the  problems. 

I trust  that  our  Medical  Association  can  work  in  close  harmony  with  the  Medical  School,  the 
State  Department  of  Health,  the  Regional  Medical  Program,  and  Comprehensive  Health  Planning 
thereby  bringing  better  health  care  to  the  people  of  South  Dakota. 

J.  Muggly,  M.D. 

President 
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COUNCIL  MEETING 
MINUTES 

11:30  A.M.  Cataract  Motor  Inn 

Saturday,  April  18,  1970  Sioux  Falls,  South  Dakota 

The  meeting  was  called  to  order  at  11:30  a.m.  by 
Dr.  W.  R.  Taylor,  Chairman  of  the  Council.  Those 
present  for  roll  call  included  Doctors  R.  H.  Quinn, 
J.  A.  Muggly,  G.  Robert  Bartron,  A.  P.  Reding,  W.  R. 
Taylor,  G.  E.  Tracy,  C.  L.  Swanson,  Fred  Leigh,  Har- 
vard Lewis,  Clark  Johnson,  M.  R.  Cosand,  H.  E.  Lowe, 
H.  H.  Brauer,  R.  E.  Van  Demark  and  student  repre- 
sentative, Edward  Kaufman. 

Dr.  Leigh  moved  to  dispense  with  the  reading  of 
the  minutes  of  the  last  meeting  inasmuch  as  they 
have  been  published  in  the  Journal.  The  motion  was 
seconded  by  Dr.  Reding  and  carried. 

Mr.  Erickson  briefly  reviewed  the  annual  insurance 
report  for  1969  from  the  Harold  Diers  Company  for 
the  Council’s  information. 

HAROLD  DIERS  & COMPANY,  INC. 

932-44  Woodmen  Tower 
Omaha,  Nebraska  68102 

March  24,  1970 

Mr.  Richard  Erickson 

South  Dakota  State  Medical  Association 

711  North  Lake 

Sioux  Falls,  South  Dakota 

Dear  Mr.  Erickson: 

Here  is  the  Insurance  Report  for  the  year  1969  for 
the  loss  ratio: 

Total  Premiums  Total  Claims 

$35,223.64  101% 

These  figures  show  for  the  third  year  in  a row  the 
losses  have  exceeded  the  gross  income  by  a very  sub- 
stantial margin.  It  means  that  for  every  dollar  taken 
in  premium  . . . $1.01  was  paid  out.  This  does  not 
include  home  office  expense,  agency  administration, 
or  reserves  that  have  to  be  set  up  by  the  company. 

Thank  you  very  much. 

Harold  Diers  & Company 

Dr.  Quinn  reported  on  SoDaPAC  and  urged  the 
Councilors  to  encourage  more  interest  in  SoDaPAC 
on  the  district  level.  The  Councilors  from  districts 
8,  9 and  12  are  requested  to  suggest  names  of  phys- 
icians from  their  districts  who  will  serve  on  the 
SoDaPAC  Board. 

Mr.  Erickson  reviewed  the  arrangements  for  the 
annual  meeting  to  be  held  in  Sioux  Falls  May  22-24. 
Dr.  Lowe  moved  that  the  Association  invite  congres- 
sional candidates  from  the  first  and  second  districts 
to  attend  the  men’s  stag  on  Friday,  May  22.  The  mo- 
tion was  seconded  by  Dr.  Bartron  and  carried.  Vote: 
For  - 8;  Against  - 4. 

The  Council  discussed  a request  from  the  Medical 
School  students  to  permit  a freshman  student  to 
attend  the  Council,  Commission  and  House  of  Dele- 
gates meetings.  Dr.  Tracy  moved  that  at  the  begin- 
ning of  the  second  semester  of  the  freshman  year  rep- 
resentatives from  the  freshman  class  be  elected  to 
attend  the  Council,  Commission  and  House  of  Dele- 
gates meetings.  The  motion  was  seconded  by  Dr. 
Quinn  and  carried.  The  executive  office  was  directed 
to  invite  the  freshman  representatives  to  attend  the 
Council  and  House  of  Delegates  meetings  during  the 
annual  meeting  in  May. 

The  Council  considered  recommendations  to  the 
Governor  for  appointment  to  the  South  Dakota  State 
Board  of  Medical  and  Osteopathic  Examiners  for  the 
term  of  R.  C.  Jahraus,  M.D.  which  expires  June  30, 
1970.  Dr.  Tracy  moved  that  the  following  names  in 
order  of  preference  be  submitted  to  the  Governor 
for  consideration  of  appointment  to  the  South  Dakota 
State  Board  of  Medical  and  Osteopathic  Examiners: 
R.  C.  Jahraus,  M.D.;  Marion  Cosand,  M.D.;  J.  T. 
Elston,  M.D.  The  motion  was  seconded  by  Dr.  John- 
son and  carried. 

Mr.  Erickson  reported  on  the  Association’s  building 
project  for  the  Council’s  information. 

A lengthy  discussion  was  held  concerning  the  Med- 
icare Program  and  the  problems  involved  in  using  the 
profile  system.  Dr.  Cosand  moved  that  the  Council 
recommend  to  the  Corporate  Body  of  Blue  Shield 
that  Blue  Shield  make  every  effort  to  continue  to  be 


the  intermediary  for  the  Medicare  program.  The  mo- 
tion was  seconded  by  Dr.  Tracy  and  carried. 

The  fall  Council  meeting  was  tentatively  set  for 
5:00  p.m.,  Thursday,  September  24,  in  Vermillion, 
inasmuch  as  Medical  School  Recognition  Days  will  be 
held  September  25  and  26  in  Vermillion. 

The  Council  considered  a request  from  the  Gov- 
ernor to  recommend  three  physicians  who  might  be 
appointed  by  the  Governor  to  serve  on  the  Consumers’ 
Council.  Dr.  Tracy  moved  that  the  names  of  Barbara 
Spears,  M.D.;  Mary  Sanders,  M.D.  and  Helen  Hare, 
M.D.  be  submitted  to  the  Governor  for  his  considera- 
tion. The  motion  was  seconded  by  Dr.  Lewis  and 
carried. 

Mr.  Erickson  briefly  reviewed  the  report  of  the 
Commission  on  Legislation  and  Governmental  Re- 
lations. Dr.  Leigh  moved  that  the  Council  accept  the 
report  of  the  Commission  on  Legislation  and  Govern- 
mental Relations.  The  motion  was  seconded  by  Dr. 
Swanson  and  carried. 

COMMISSION  ON  LEGISLATION  AND 
GOVERNMENTAL  RELATIONS 
MINUTES 

1:30  p.m.  Executive  Office 

Saturday,  February  28  Sioux  Falls,  South  Dakota 

The  meeting  of  the  Commission  on  Legislation  and 
Governmental  Relations  was  called  to  order  by  J.  B. 
Gregg,  M.D.,  chairman.  Present  for  roll  call  were 
Doctors  Gere.  Honke,  Church,  Hayes,  Wold,  Ryan  and 
Gregg.  Also  present  was  Dennis  Nolan,  student  rep- 
resentative and  R.  H.  Quinn,  M.D.  The  minutes  of  the 
preceding  meeting  were  approved  as  published. 

OLD  BUSINESS 
Sponsored  Bills 

House  Bill  #608 — Mental  Illness  Hearing. 

Raises  compensation  for  physician  service  on 
Mental  Illness  Hearing  Board  from  $15  to  $20, 
and  raises  the  allowance  for  pre-hearing  exam- 
ination from  $10  to  $20.  Received  final  passage. 

Medical  School  Appropriations. 

The  Medical  School  appropriation  was  increased 
to  $825,000  which  is  $75,000  over  the  Governor’s 
recommended  appropriation. 

Endorsed  Bills 

Senate  Bill  #8 — Air  Pollution. 

Creates  a commission  to  regulate  and  control  cer- 
tain standards  of  air  quality.  Received  final  pas- 
sage. 

Senate  Bill  #21 — Blood  Donation. 

Makes  any  person  over  the  age  of  18  eligible  to 
donate  blood  without  parental  permission.  Re- 
ceived final  passage. 

Senate  Bill  #23 — Good  Samaritan  Act. 

Amends  the  present  law  so  that  “any  other  per- 
son’’ will  be  covered  under  the  law.  Received 
final  passage. 

Senate  Bill  #66 — Slow  Moving  Vehicle  Emblem. 

Requires  farm,  construction  and  maintenance 
vehicles  normally  traveling  at  25  m.p.h.  or  less  to 
display  emblem  (reflector).  Received  final  pas- 
sage. 

Senate  Bill  #87 — Health  Loan  Fund. 

Created  last  session  to  provide  loans  to  medical, 
dental,  veterinary  and  osteopathic  students.  $105,- 
000  for  loan  requests  this  year.  Received  final 
passage. 

House  Bill  #531 — Drug  Violations. 

Raises  the  penalty  for  conviction  of  the  illegal 
sale,  exchange,  barter,  or  supplying  of  narcotic 
drugs  from  5-10  years  imprisonment  to  a life 
sentence.  Bill  died  in  committee. 

Opposed  Bills 

House  Bill  #551 — Fluoridation  Act. 

Repeals  Fluoridation  Act  as  passed  last  session. 
Killed  in  floor  vote.  (This  act  is  not  repealed.) 
Bills  of  Interest 

Senate  Bill  #18 — Congenital  Birth  Defects. 

Appropriates  $10,000  to  assist  needy  parents  who 
have  more  than  $500  expenses  for  a child  with 
congenital  birth  defects.  Died  in  committee. 

Senate  Bill  #29 — Drug  Exemptions. 

Exempts  all  drugs  and  medicines  from  the 
state  sales  tax.  Died  in  committee. 
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Senate  Bill  5142 — Insurance  Payments  to  Chiro- 
practors, Podiatrists,  etc.  Requires  all  insurance 
companies  subject  to  general  provisions  of  in- 
surance laws  to  pay  for  services  of  all  prac- 
titioners for  services  covered  in  the  contract.  Blue 
Shield  is  not  subject  to  general  provisions  of  the 
Insurance  Code.  Received  final  passage. 

Senate  Bill  £192 — Creates  a Commission  for  the 
Control  of  Dangerous  Substances.  Defines  and 
establishes  guidelines  for  the  control  of  narcotics 
and  other  dangerous  substances  under  the  At- 
torney General.  Received  final  passage. 

Senate  Bill  £200 — Sales  Tax  on  Professional  Serv- 
ices. Four  percent  sales  tax  on  the  practice  of  the 
healing  arts  and  hospitals.  Died  in  committee. 

House  Bill  £575 — State  Health  Department. 

Creates  a Department  of  Health,  Rehabilitation 
and  Social  Service  and  merges  the  present  Wel- 
fare Department  into  the  new  organization  under 
one  director  with  an  appointed  Board  of  Com- 
missioners. Referred  to  the  Legislative  Research 
Council  for  study. 

House  Bill  £633 — Non-profit  Prescription  Plan. 

Creates  a Drug  Service  Corporation  similar  to 
Blue  Shield,  allowing  that  corporation  to  develop 
pre-paid  drug  programs  and  administer  other 
programs.  Died  in  committee. 

House  Bill  £693 — Special  Instruction  on  Narcotics. 
Allows  special  instruction  in  elementary  and 
secondary  schools  on  alcoholic  drink,  narcotics, 
depressants,  stimulants,  and  hallucinogenic  drugs. 
Killed  in  Senate  floor  vote. 

House  Bill  £742 — Workmen's  Compensation  Max- 
imum Increased.  Increases  the  maximum  al- 
lowed under  a workmen’s  compensation  case 
from  $1,400  for  hospital  services  and  $300  for 
physicians’  services  with  a $20,000  additional 
benefit  available;  to  a combined  maximum  of 
$100,000.  Amended  in  the  Senate  to  allow  a com- 
bined maximum  of  $75,000.  Received  final  pas- 
sage. 

House  Bill  £780 — Sales  Tax  on  Professional  Serv- 
ices. Places  the  4 percent  retail  sales  tax  on  the 
practice  of  the  healing  arts  and  hospitals.  Died  in 
committee. 

House  Bill  £791 — Fluoridation  Act. 

Places  the  repeal  of  the  Fluoridation  Act  of  1969 
to  a vote  of  the  electors  of  the  state.  This  bill 
was  replaced  by  Senate  Joint  Resolution  £512 
which  will  place  the  fluoridation  of  public  waters 
to  a vote  of  the  people  in  November. 

1.  After  discussion  of  the  legislative  session  the  fol- 
lowing recommendations  were  made  by  the  Com- 
mission: 

1.  Bicycles  ridden  upon  the  public  streets  and 
highways  should  be  required  to  have  some  form 
of  brilliant  reflectors  upon  them  to  improve  iden- 
tification at  night.  If  such  a law  exists  now,  it 
should  be  enforced. 

2.  Undoubtedly  there  will  be  more  legislation  in- 
troduced into  coming  sessions  of  the  South  Da- 
kota legislature.  The  Commission  recommends 
that  the  South  Dakota  State  Medical  Association 
endorse  the  concept  of  increased  penalties  for 
drug  pushers. 

3.  Much  time  and  effort  was  expended  by  the  phys- 
icians of  this  state  and  the  South  Dakota  State 
Medical  Association  staff  before  and  during  the 
recent  session  of  the  legislature,  accomplishing 
many  of  the  goals  desired.  The  individuals  re- 
sponsible for  successful  missions  accomplished 
deserve  sincere  thanks. 


The  American  College  of  Emergency  Phys- 
icians will  hold  its  Second  Scientific  Assembly 
in  Las  Vegas,  Nevada,  October  18-23,  1970.  Its 
focus  will  be  on  the  delivery  of  primary  care  in 
the  hospital  emergency  department.  For  infor- 
mation write:  Executive  Secretary,  120  West 
Saginaw,  East  Lansing,  Michigan  48823. 


THE  AMERICAN  CANCER  SOCIETY 

SOUTH  DAKOTA  DIVISION,  INC. 

PRESENTS 

“thyroid  cancer: 
diagnosis  and 
treatment” 


A Professional  Educational  Film 

This  film  is  one  of  a new  series  produced  by 
the  A.C.S.  on  the  diagnosis  and  treatment  of 
cancer.  Plan  now  to  use  this  short,  authoritative 
film  in  one  of  your  upcoming  meetings. 

A.C.S.  professional  educational  films  are  avail- 
able for  professional  audiences  on  a loan  basis 
and  without  charge. 

To  obtain  for  viewing:  Call  or  write 

AMERICAN  CANCER  SOCIETY 

700  S.  4th  Ave. 

SIOUX  FALLS,  S.  DAK. 

57104 

Tele.  338-3951 

THIS  SPACE  CONTRIBUTED  BY  THE  PUBLISHER 
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2.  A letter  from  J.  D.  Parkinson  at  the  South  Dakota 
Training  School,  Plankinton,  relating  to  future  de- 
velopments at  the  School  was  discussed.  No  action 
was  taken.  The  Commission  recommends  that  contact 
be  made  with  Mr.  Howard  Hanson  of  the  South  Da- 
kota Service  for  the  Blind  or  other  person  or  agency 
knowledgeable  about  the  South  Dakota  School  for  the 
Blind,  inquiring  concerning  the  services  now  being 
rendered  to  blind  persons  with  special  emphasis  on 
the  amount  of  improvement  in  this  service  which  is 
the  result  of  transfer  of  the  facilities  to  a different 
community.  This  matter  should  be  reported  back  to 
the  Commission  at  its  next  meeting. 

3.  A letter  from  Mr.  John  Zimmer  relating  to  regu- 
lation of  fees  of  physicians  under  Title  19  law  was 
considered.  The  Commission  recommends  that  the 
South  Dakota  State  Medical  Association  consider  the 
introduction  of  legislation  to  allow  direct  billing  of 
patients  treated  under  Title  19  law  with  the  pro- 
vision that  payment  be  made  to  the  patient  and  the 
physician  jointly  to  remove  the  third  party  influence. 

4.  Pediatric  Assistant  Law  — nothing  new. 

NEW  BUSINESS 

1.  Possible  legislation  concerning  over  the  counter 
narcotics.  This  matter  will  be  handled  by  presently 
existing  legislation  so  no  action  is  necessary. 

2.  Amendment  to  Medical  Corporation  Law  allowing 
one  person  to  incorporate.  Such  legislation  to  benefit 
the  dentists  and  the  chiropractors  was  passed  by  the 
last  session  of  the  South  Dakota  legislature.  The  Com- 
mission recommends  that  the  South  Dakota  State 
Medical  Association  investigate  this  subject  with 
legal  counsel  for  the  Association  and  others  knowl- 
edgeable concerning  the  subject  (other  states)  and 
report  the  matter  back  to  the  fall  meeting  of  the  Com- 
mission. 

3.  The  law  recently  enacted  in  Alaska  to  alter  the 
doctrine  of  res  ipse  loquitar  was  discussed.  This  mat- 
ter is  now  under  investigation  by  a lawyer  of  South 
Dakota  and  the  chairman  of  this  Commission  and  will 
be  the  subject  of  an  article  or  editorial  for  the  Jour- 
nal soon.  Present  indications  are  that  the  law  of 
South  Dakota  now  contains  all  but  a small  portion  of 
the  new  Alaska  law. 

4.  The  attempted  amendment  of  the  hearing  aid  li- 
censing law  at  the  recent  session  of  the  legislature  by 
a hearing  aid  dealer  was  discussed  briefly  but  no 
action  was  taken. 

5.  The  legal  status  and  liability  of  the  physician,  the 
hospitals,  and  technicians  who  draw  blood  for  the 
purpose  of  determining  state  of  intoxication  was  dis- 
cussed. The  Commission  recommends  that  the  South 
Dakota  State  Medical  Association  obtain  information 
regarding  this  subject  along  with  legal  opinion  as  to 
the  physician’s  status  under  the  “implied  consent” 
law  and  make  this  information  available  to  the  mem- 
bers of  the  Commission. 

The  next  meeting  of  the  Commission  will  be  in 
the  fall  of  1970. 

Respectfully  submitted, 

J.  B.  Gregg,  M.D.,  Chairman 

Dr.  Tracy  discussed  the  report  of  the  Commission 
on  Medical  Service.  Dr.  Quinn  moved  that  the  Coun- 
cil send  a letter  of  commendation  to  the  members  of 
the  Admissions  Committee  for  a job  well  done.  The 
motion  was  seconded  by  Dr.  Reding  and  carried.  Dr. 
Tracy  moved  that  the  Council  accept  the  disability 
insurance  proposal  submitted  by  the  Harold  Diers 
Company.  The  motion  was  seconded  by  Dr.  Brauer 
and  carried.  Dr.  Swanson  moved  that  the  Council 
accept  the  report  of  the  Commission  on  Medical 
Service.  The  motion  was  seconded  by  Dr.  Leigh 
and  carried. 

MINUTES  OF  THE  MEETING 
OF  THE 

COMMISSION  ON  MEDICAL  SERVICE 
10:00  A.M.  Executive  Office 

Saturday,  March  21,  1970  Sioux  Falls,  South  Dakota 

The  meeting  was  called  to  order  at  10:00  A.M.  by 
G.  E.  Tracy,  M.D.,  Chairman.  Present  were  Doctors 
Tracy,  W.  L.  Odland,  W.  R.  Taylor  and  R.  F.  Hubner. 
Also  attending  were  Lyle  Mclver,  the  student  repre- 
sentative, and  Richard  C.  Erickson. 


A discussion  was  held  on  the  recommendations 
made  by  the  Commission  on  the  Crippled  Children’s 
Program  and  the  suggestions  for  reorganization  of 
this  program  by  Dr.  Hayes.  No  action  was  taken  by 
the  Commission  but  the  Commission  on  Medical 
Service  will  continue  to  encourage  improvements  in 
the  program  in  South  Dakota. 

A discussion  on  the  “Standards  for  Accreditation  of 
Hospitals”  which  are  currently  being  revised  was 
held.  It  was  brought  out  that  changes  have  been 
made  which  will  be  advantageous  to  the  small  hos- 
pitals. Also  mentioned  was  the  fact  that  examiners 
from  the  Joint  Commission  are  well  trained  and  have 
a new  attitude  as  a result  of  the  studies  and  confer- 
ences held  regarding  the  standards.  Copies  of  the 
standards  have  been  provided  to  each  district  med- 
ical society. 

A letter  from  the  Dunbar-Peterson  Insurance 
Agency  of  Omaha,  Nebraska,  concerning  a group  Pro- 
fessional Medical  Liability  Program  was  considered. 
Dr.  Odland  moved  that  the  Commission  table  further 
action  on  the  proposal  until  such  time  as  the  problem 
becomes  more  acute  in  South  Dakota.  The  motion  was 
seconded  by  Dr.  Taylor  and  carried. 

A discussion  was  held  on  the  School  of  Medicine  at 
Vermillion.  Mr.  Erickson  reported  on  legislation  con- 
cerning the  school  which  was  passed  at  the  recent  ses- 
sion of  the  legislature.  Dr.  Hubner  reported  on  the 
work  of  the  Ad  Hoc  Committee  on  the  Medical  School 
which  was  appointed  in  June  of  1969  by  Dr.  Robert 
Quinn,  president  of  the  South  Dakota  State  Medical 
Association.  Dr.  Tracy  requested  that  the  Ad  Hoc 
Committee  outline  suggestions  for  the  Commission  on 
what  should  be  done  in  the  future  in  order  to  promote 
the  school  and  also  what  the  State  Medical  Associa- 
tion can  do  to  implement  these  programs.  It  was  the 
feeling  of  the  Commission  that  the  Association  should 
be  aware  of  what  is  being  done  to  implement  aid  to 
the  people  in  South  Dakota  in  securing  adequate 
hospital  facilities,  medical  personnel,  and  other  health 
related  personnel  in  areas  without  these  facilities 
through  the  School  of  Medicine. 

Dr.  Tracy  reported  on  the  work  of  the  Admissions 
Committee  at  the  School  of  Medicine.  He  stated  that 
a written  policy  statement  for  the  Admissions  Com- 
mittee has  been  approved;  that  a film  is  being  de- 
veloped at  the  school  to  interest  students  in  medicine 
which  can  be  used  at  high  schools  and  colleges  in 
South  Dakota;  that  counselers  in  South  Dakota  high 
schools  and  colleges  will  be  assisted  by  the  medical 
school  so  they  will  be  better  prepared  to  assist.  South 
Dakota  students  to  lay  the  proper  groundwork  for  ad- 
mission to  medical  school;  and  every  qualified  ap- 
plicant has  a personal  interview  with  the  Admissions 
Committee  if  he  is  interested  in  coming  to  South 
Dakota. 

Mr.  Robert  Diers  of  the  Harold  Diers  Insurance 
Company  spoke  to  the  Commission  on  a Guaranteed 
Renewable  Disability  Program  to  supplement  the 
present  program  endorsed  by  the  South  Dakota  State 
Medical  Association.  All  persons  enrolled  in  the  pres- 
ent program  would  have  the  option  of  enrolling  in 
the  new  program  or  retaining  their  present  coverage. 
The  new  plan  is  aimed  at  attracting  the  younger  phys- 
icians in  the  State.  After  considerable  discussion  Dr. 
Taylor  moved  that  the  Commission  recommend  to 
the  Council  that  the  Harold  Diers  Company  be  al- 
lowed to  proceed  with  the  new  program  as  outlined. 
The  motion  was  seconded  by  Dr.  Hubner  and  carried. 

The  meeting  adjourned  at  12:00  noon. 

The  report  of  the  Commission  on  Scientific  Med- 
icine was  presented  by  Mr.  Erickson.  Dr.  Cosand 
moved  that  the  Council  accept  the  report  of  the  Com- 
mission on  Scientific  Medicine.  The  motion  was  sec- 
onded by  Dr.  Johnson  and  carried. 

COMMISSION  ON  SCIENTIFIC  MEDICINE 
MINUTES 

Saturday,  February  28  Executive  Office 

10:00  a.m.  Sioux  Falls,  South  Dakota 

The  meeting  of  the  Commission  on  Scientific  Med- 
icine was  called  to  order  by  Bruce  Lushbough,  M.D., 
Chairman.  Present  for  roll  call  were  Doctors  Lush- 
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bough,  John  Tidd,  Karl  Wegner,  Milton  Mutch  and 
Robert  Raszkowski,  student  representative.  Others  in 
attendance  included  James  L.  Vose,  M.D.;  T.  R. 
Anderson,  M.D.;  Alden  Heupel,  M.D.;  and  R.  H. 
Quinn,  M.D. 

Doctors  Vose,  Anderson  and  Heupel  reported  on  the 
Proficiency  Evaluation  Program  established  by  the 
American  Association  of  Pathologists  which  was  re- 
ferred to  the  Commission  by  the  Council  for  study 
and  implementation.  The  Commission  directed  the 
executive  office  to  send  a brochure  concerning  the 
Proficiency  Evaluation  Program  and  a letter  to  the 
physicians  in  South  Dakota  urging  them  to  participate 
in  this  program. 

Dr.  Lushbough  reviewed  the  Judicial  Council’s 
statement  regarding  the  billing  of  pathologists’  fees. 
This  statement  has  been  endorsed  by  the  Council  and 
referred  to  the  Commission  for  study.  Dr.  Wegner 
moved  that  the  Commission  request  that  the  Coun- 
cil consider  reaffirmation  of  the  Judicial  Council’s 
ethical  stand  on  the  subject  of  physician  billing  to  the 
patients.  The  motion  was  seconded  by  Dr.  Tidd  and 
carried. 

The  commission  reviewed  the  scientific  program  for 
the  1970  annual  meeting.  Mr.  Raszkowski  requested 
that  dates  for  future  annual  meetings  be  chosen  with 
consideration  being  given  to  the  Medical  School  stu- 
dents and  their  graduation  exercises.  Dr.  Wegner  re- 
quested that  the  commission  consider  making  the 
presentation  of  the  Medical  School  panel  an  annual 
event  during  the  scientific  sessions.  The  commission 
directed  the  executive  office  to  send  a letter  of  special 
invitation  along  with  a supply  of  programs  to  the 
Medical  School  class  c/o  Mr.  Raszkowski  for  the  1970 
annual  meeting.  Mr.  Erickson  explained  the  process 
for  pre-registration  and  the  concept  of  one  fee  to 
cover  all  events  during  the  annual  meeting. 

Mr.  Erickson  reported  on  the  possibility  of  combin- 
ing scientific  sessions  with  the  North  Central  states 
for  the  commissions  information.  This  proposal  would 
mean  that  each  state  would  hold  its  annual  business 
meeting  individually;  however,  the  six  states  in- 
volved would  combine  for  one  annual  scientific  ses- 
sion. 

The  commission  reviewed  the  drug  abuse  program 
proposed  by  Dr.  Hayes  for  the  state  of  South  Dakota. 

The  meeting  adjourned  at  12:15  p.m. 

The  Council  reviewed  the  report  of  the  Commis- 
sion on  Internal  Affairs.  Dr.  Tracy  moved  that  the 
Council  accept  the  report  of  the  Commission  on  In- 
ternal Affairs.  The  motion  was  seconded  by  Dr. 
Muggly  and  carried. 


ANNOUNCEMENT 

56th  ANNUAL  CLINICAL  CONGRESS. 
OCTOBER  12-16.  1970,  CHICAGO,  ILLINOIS 

The  world’s  largest  meeting  of  surgeons,  the 
56th  annual  Clinical  Congress  of  the  American 
College  of  Surgeons,  will  be  held  in  Chicago, 
Illinois,  Oct.  12-16.  Some  14,000  doctors  and 
guests  from  throughout  the  world  are  expected 
to  attend.  Headquarters  hotel  will  be  the  Con- 
rad Hilton. 

INFORMATION  ON  FEES: 

Fellows  of  the  College  whose  dues  are  paid  to 
December,  1969,  may  register  free.  Non-Fellows 
pay  $90.00.  Doctors  in  the  Federal  Services  pay 
$50.00.  Initiates,  members  of  the  Candidate 
Group,  and  Surgical  Residents  register  free. 

Everyone  taking  one  of  the  18  Postgraduate 
Courses  must  pay  the  fee  for  the  Course  selec- 
ted. Please  note  that  courses  are  accredited  by 
the  Council  on  Medical  Education  of  the  Amer- 
ican Medical  Association. 

The  Clinical  Congress  of  the  American  Col- 
lege of  Surgeons  is  open  to  all  doctors  of  med- 
icine. 

Official  registration  forms  will  be  available 
after  June  1.  For  official  forms  contact:  Mr. 
T.  E.  McGinnis,  American  College  of  Surgeons, 
55  East  Erie  Street,  Chicago,  Illinois  60611. 


COMMISSION  ON  INTERNAL  AFFAIRS 
MINUTES 

1:30  p.m.  Executive  Office 

Saturday,  Feb.  28,  1970  Sioux  Falls,  South  Dakota 

The  meeting  was  called  to  order  by  B.  J.  Begley, 
M.D.,  Chairman,  at  1:30  p.m.  Present  were  Doctors 
Begley,  Saul  Friefeld,  Bruce  Allen,  James  Shaeffer 
and  David  Seaman.  Also  present  were  student  repre- 
sentatives Robert  Johnson  and  Thomas  Beck. 

Mr.  Erickson  read  the  minutes  of  the  September 
meeting  which  were  approved  as  read. 

The  Commission  discussed  the  outline  presented  by 
Dr.  Stoltz  on  the  para-medical  loan  program  which  is 
being  set  up,  utilizing  the  Benevolent  Fund.  Dr.  Frie- 
feld moved  that  the  following  changes  be  made  in  the 
criteria  for  granting  the  loans:  1)  that  loans  be  limited 
to  students  receiving  their  training  at  institutions  in 
South  Dakota;  2)  that  loans  be  limited  to  10  loans  per 
year  at  a maximum  of  $500  per  loan.  The  motion  was 
seconded  by  Dr.  Allen  and  carried.  The  Commission 
will  submit  these  suggested  changes  to  the  joint  Asso- 
ciation and  Auxiliary  committee  which  is  working  on 
this  program.  The  Commission  also  recommended 
that  the  brochure  explaining  the  program  be  mimeo- 
graphed in  the  executive  office,  rather  than  printed, 
and  provided  to  high  school  counselors  in  the  state. 

The  Commission  reviewed  the  minutes  of  the  Bud- 
get and  Audit  Committee  and  the  proposed  budget  for 
fiscal  year  1970-71.  Dr.  Seaman  moved  that  the  pro- 
posed budget  be  approved.  The  motion  was  seconded 
by  Dr.  Friefeld  and  carried.  The  budget  will  be  pre- 
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sented  to  the  House  of  Delegates  at  the  annual  meet- 
ing. 

Mr.  Robert  Johnson,  the  student  representative,  dis- 
cussed the  financial  needs  of  the  SAMA  Chapter  at 
Vermillion.  He  requested  additional  financial  support 
to  assist  in  sending  delegates  to  the  SAMA  and  AMA 
national  meetings.  Dr.  Friefeld  moved  that  the  Com- 
mission recommend  to  the  Council  that  the  State 
Association  provide  $350  per  year  to  the  SAMA  Chap- 
ter in  Vermillion.  The  motion  was  seconded  by  Dr. 
Seaman  and  carried.  It  was  suggested  that  the  Chap- 
ter inform  the  SDSMA  of  the  name  of  the  delegate  to 
the  AMA  meeting  so  the  SDSMA  delegation  can  keep 
in  touch  with  the  student  during  the  meeting. 

Mr.  Thomas  Beck  discussed  the  matter  of  intro- 
ducing a sex  education  course  and  sensitivity  training 
at  the  School  of  Medicine.  A lengthy  discussion  was 
held  on  this  subject,  but  action  was  deferred  until  a 
later  meeting. 

The  Commission  discussed  a request  to  establish 
holiday  guidelines  for  physicians’  offices  in  the  state. 
No  action  was  taken. 

The  meeting  adjourned  at  3:00  p.m. 

Dr.  Van  Demark  presented  the  report  of  the  joint 
meeting  of  the  Commission  on  Communications  and 
the  Commission  on  Liaison  with  Allied  Organizations. 
Dr.  Swanson  moved  that  the  Medical  Association  en- 
dorse the  Licensed  Practical  Nursing  schools  and  that 
the  Association  encourage  the  Registered  Nurses  As- 
sociation to  cooperate  with  the  Licensed  Practical 
Nurses  in  developing  programs  for  further  education. 
The  motion  was  seconded  by  Dr.  Johnson  and  carried. 
Mr.  Erickson  discussed  the  telephonic  reporting  serv- 
ice proposed  by  Comprehensive  Health  Planning.  Dr. 
Quinn  moved  that  the  Council  commend  the  State 
Department’s  efforts  but  withhold  any  action  until 
after  the  rules  and  regulations  of  the  Health  Depart- 
ment have  been  revised  and  the  Council  urges  the 
Health  Department  to  up-date  the  antiquated  rules 
and  regulations.  The  motion  was  seconded  by  Dr. 
Tracy  and  carried.  Dr.  Leigh  moved  that  the  Council 
accept  the  report  of  the  Commission  on  Communica- 
tions and  the  Commission  on  Liaison  with  Allied 
Organizations.  The  motion  was  seconded  by  Dr.  Bar- 
tron  and  carried. 

COMMISSION  ON  COMMUNICATIONS 
AND 

COMMISSION  ON  LIAISON  WITH  ALLIED 
ORGANIZATIONS 
MINUTES 

10:00  a.m.  Executive  Office 

Saturday,  March  7,  1970  Sioux  Falls,  South  Dakota 

The  meeting  was  called  to  order  by  R.  E.  Van 
Demark,  M.D.,  chairman  of  the  joint  meeting  of  the 
Commissions.  Those  present  for  roll  call  were  Doctors 
Van  Demark,  B.  O.  Lindbloom,  John  Hoskins,  D.  L. 
Scheller,  John  Barlow,  L.  H.  Amundson,  A.  J.  Tieszen, 
Dagfinn  Lie,  V.  V.  Volin  and  F.  U.  Sebring.  Also  in 
attendance  were  Virgil  Wynia  and  Jonathan  Peder- 
son, student  representatives. 

The  Commission  invited  representatives  of  various 
para-medical  groups  to  attend  this  meeting  and  dis- 
cuss problems  of  mutual  concern.  Mrs.  Evelyn  Thees- 
feld,  president  of  the  South  Dakota  Licensed  Practical 
Nurses  Association  discussed  the  report  of  the  Nurs- 
ing Resources  Committee  and  requested  that  the  State 
Medical  Association  endorse  Licensed  Practical  Nurs- 
ing schools  and  recommend  that  L.P.N.’s  not  be 
phased  out  of  nursing  programs.  No  action  was  taken. 

Mr.  Carl  Miller  represented  the  South  Dakota 
Radiologic  Technologist  Society  and  stated  that  he 
had  no  problem  areas  to  discuss. 

Mr.  Tom  Reding,  R.P.T.  and  Mr.  Keith  Fitzpatrick, 
R.P.T.  represented  the  South  Dakota  Physical  Ther- 
apy Association  and  requested  that  the  State  Med- 
ical Association  assist  their  Association  in  establish- 
ing guidelines  for  the  licensing  of  physical  therapy 
assistants  prior  to  a licensing  law  being  introduced 
into  the  1971  legislature. 

The  South  Dakota  Pharmaceutical  Association  was 
represented  by  Mr.  Phil  Von  Fischer,  Mr.  Clayton 
Scott  and  Mr.  Harold  Schuler.  A discussion  was  held 
concerning  the  recruitment  of  students  for  medicine 


and  para-medical  careers  and  it  was  suggested  that 
all  groups  represented  work  together  to  interest  young 
people  in  health  careers.  The  pharmacists  also  briefly  l 
reviewed  the  new  narcotic  law  and  supplied  the 
executive  office  with  copies  to  provide  one  to  each 
physician  in  the  state.  A brief  discussion  was  held 
concerning  the  notation  PRN  on  drug  labels  and  the  . 
use  of  genetic  names.  Dr.  Scheller  moved  that  the  ! 
commission  recommend  to  the  Council  that  the  Asso-  I 
ciation  put  out  a Grab  Bag  or  other  letter  pertaining  ij 
to  the  following  recommendations:  1)  request  that 
physicians  designate  a definite  time  limit  for  refill- 
ing prescriptions;  2)  reiterate  to  physicians  that  the 
free  choice  concept  not  only  pertains  to  physicians 
but  also  to  other  professions.  The  motion  was  sec-  J 
onded  by  Dr.  Barlow  and  carried. 

Mrs.  Bernetha  Damm  and  Miss  Florence  Atkinson 
represented  the  South  Dakota  Nurses’  Association  and 
briefly  discussed  the  possibility  of  the  separation  of 
South  Dakota  and  Nebraska  under  the  Regional  Med- 
ical Program.  No  action  was  taken  on  this  proposal. 
Mrs.  Damm  stated  that  the  Nurses’  Association  is 
undertaking  a study  to  determine  whether  or  not  a 
student  loan  fund  for  nurses,  such  as  that  already 
established  for  dental,  osteopathic,  veterinary  and 
medical  students,  should  be  introduced  into  the  1971 
legislature. 

Mr.  Jerome  Kern,  Mr.  Dick  Blair  and  Mr.  Don 
Grimes  from  Comprehensive  Health  Planning  dis-  ■; 
cussed  a rapid  telephonic  reporting  system  proposed 
by  their  department.  Comprehensive  Health  Planning 
requested  the  Association’s  approval  of  the  suggested 
form  for  reporting  various  diseases  so  this  system 
may  be  implemented  this  year.  Dr.  Scheller  moved 
that  the  commission  refer  the  proposed  rapid  tele- 
phonic reporting  system  to  the  Council  for  study.  The 
motion  was  seconded  by  Dr.  Hoskins  and  carried.  Dr. 
Barlow  will  study  the  material  concerning  the  system 
and  make  suggested  revisions  for  the  Council’s  con- 
sideration. 

Mr.  Erickson  reported  on  the  “Doctor,  Tell  Me”  pro- 
gram and  stated  that  only  one  radio  station  in  South 
Dakota  had  indicated  an  interest  in  airing  this  pro- 
gram. Dr.  Sebring  moved  that  the  commission  recom- 
mend to  the  Council  that  the  "Doctor,  Tell  Me”  pro- 
gram be  dropped  and  that  the  Association  assist  with 
drug  abuse  programs  in  the  state.  The  motion  was 
seconded  by  Dr.  Barlow  and  carried.  The  commission 
recommended  that  the  Association  expend  funds  to 
print  the  booklet  “Drug  Abuse:  The  Chemical  Cop- 
Out”  with  the  notation  “compliments  of  the  South 
Dakota  State  Medical  Association.” 

Mr.  Johnson  reviewed  the  arrangements  for  a booth 
at  the  SDEA  convention  to  be  held  in  Sioux  Falls 
next  fall.  The  commission  suggested  that  perhaps 
medical  students  could  help  man  the  booth. 

Dr.  Amundson  reported  on  the  medical-legal  con- 
ference to  be  held  September  25  and  26  in  Vermillion 
in  conjunction  with  the  Medical  School  Recognition 
Days. 

The  commission  considered  a request  to  appoint  a 
representative  from  the  State  Medical  Association  to 
the  South  Dakota  Planning  Council  for  Nursing  Re- 
sources. The  commission  recommended  to  the  Council 
that  both  Dr.  Scheller  and  Dr.  Tieszen  be  named  to 
the  Planning  Council  so  that  if  one  cannot  attend  a 
meeting  the  other  may  be  able  to  attend. 

Dr.  Volin  presented  the  Joint  Statement  on  Veni- 
puncture by  Registered  Nurses  Practicing  in  South 
Dakota  for  the  commission’s  information. 

The  commission  considered  a request  from  a Sioux 
Falls  Kiwanis  Club  to  assist  in  establishing  a Future 
Physicians  Club.  The  commission  suggested  that  this 
request  be  referred  to  the  Seventh  District  Medical 
Society.  Dr.  Barlow  moved  that  the  commission 
recommend  to  the  Council  that  the  concept  of  Future 
Physicians  Clubs  be  endorsed  by  the  State  Medical 
Association.  The  motion  was  seconded  by  Dr.  Volin 
and  carried. 

As  a public  relations  venture,  the  commission  con- 
sidered a project  promoting  the  Medical  School.  It 
was  recommended  that  a brochure  be  assembled  con- 
cerning information  on  the  Medical  School  and  med- 
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ical  education  in  South  Dakota  to  be  sent  to  high 
school  counselors,  P.T.A.’s,  civic  clubs  and  other  in- 
terested people,  promoting  interest  in  the  School  of 
Medicine.  It  was  also  suggested  that  articles  be  sent 
to  local  weekly  newspapers  regarding  the  Medical 
School.  Dr.  Volin  moved  that  the  commission  refer 
this  project  to  the  Council  for  consideration.  The 
motion  was  seconded  by  Dr.  Sebring  and  carried. 

Mr.  Erickson  discussed  a request  from  Dr.  D.  L. 
Ensberg  asking  that  the  Association  donate  $50  an- 
nually for  an  award  to  be  presented  by  the  Press 
Association  to  the  author  of  the  best  cancer  article. 
Dr.  Volin  moved  that  the  commission  recommend  to 
the  Council  that  the  Association  donate  $50  annually 
for  an  award  to  the  author  of  the  best  cancer  article. 
The  motion  was  seconded  by  Dr.  Barlow  and  carried. 

Dr.  Tieszen  requested  information  concerning  the 
proposed  bylaw  change  permitting  osteopaths  to  join 
district  and  state  medical  societies.  The  executive 
office  was  directed  to  contact  Warren  May  concerning 
this  proposal. 

The  meeting  adjourned  at  1:15  p.m. 

Mr.  Erickson  announced  that  representatives  of  the 
Greater  South  Dakota  Association  will  appear  before 
the  Council  on  May  21  to  discuss  the  hiring  of  an  out- 
side consulting  firm  to  study  the  state  of  South  Da- 
kota’s tax  structure  and  to  make  recommendations  for 
tax  reform. 

Dr.  Quinn  reported  that  the  Regional  Medical  Pro- 
gram in  South  Dakota  is  now  awaiting  an  on-site  visit 
from  national  officials  to  see  if  South  Dakota  is  ready 
to  take  on  a program  separate  from  Nebraska. 

Dr.  R.  R.  Giebink  appeared  before  the  Council  to 
urge  the  physicians  to  investigate  the  possibilities  of 
having  a four-year  medical  school  in  South  Dakota. 
No  action  was  taken  by  the  Council. 

Dr.  Reding  presented  a resolution  from  the  Rural 
Health  Council  which  would  permit  physicians  to 
practice  in  areas  of  need  rather  than  serve  in  the 
armed  forces.  Dr.  Leigh  moved  that  the  Council  en- 
dorse the  concept  of  the  resolution,  but  that  final  ap- 
proval be  given  after  the  mechanics  of  the  program 
have  been  established.  The  motion  was  seconded  by 
Dr.  Brauer  and  carried.  Vote:  For  - 8;  Against  - 2. 

Dr.  Swanson  discussed  the  problems  local  hospitals 
are  having  with  the  Hospital  Accreditation  Board  and 
the  fees  being  charged  by  their  representatives.  The 
Council  referred  this  problem  to  the  Commission  on 
Medical  Service  and  requested  that  the  Commission 
report  back  to  the  Council  at  the  fall  meeting. 

Dr.  Brauer  moved  that  the  meeting  be  adjourned. 
The  motion  was  seconded  by  Dr.  Tracy  and  carried. 


BIRTH  WEIGHT  AFFECTS  SURVIVAL 

The  more  a baby’s  birth  weight  deviates  from 
the  optimum,  the  less  chance  he  has  for  survival, 
a University  of  Chicago  scientist  believes.  “This 
means  that  not  only  extremely  small  babies,  but 
extremely  large  babies,  too,  are  less  suited  for 
survival  than  babies  whose  weight  is  closer  to 
the  norm,”  Dr.  Leigh  Van  Valen,  assistant  pro- 
fessor of  anatomy  and  evolutionary  biology  at 
the  University,  said. 


HOSPITAL  EXPENSES  ROSE  17%  IN  1969 

The  nation’s  5,820  community  hospitals  exper- 
ienced a 17.2  percent  increase  in  expenses  dur- 
ing 1969,  the  American  Hospital  Association  re- 
ported. The  costs  of  supplies  and  services  pur- 
chased by  hospitals  rose  from  $5.5  billion  in  1968 
to  $6.9  billion  in  1969.  At  the  same  time,  the  cost 
of  personnel  rose  from  $9.2  billion  to  $10.3  bil- 
lion. 


TB  CONTROL  COSTS  N.Y.C.  $40  MILLION 

Nearly  $40  million  is  spent  annually  on  tuber- 
culosis control  in  New  York  City,  according  to  a 
recent  report  signed  by  Drs.  Mary  C.  McLaugh- 
lin, Commissioner  of  Health,  and  Aaron  D. 
Chaves,  Assistant  Commissioner  for  Commun- 
icable Diseases.  A marked  shift  in  TB  treatment 
from  inpatient  to  outpatient  care,  made  possible 
by  modern  drug  treatment,  is  shown  in  the  re- 
port, “Tuberculosis  in  New  York  City  in  1968  — 
A Report  to  the  Mayor  and  the  Citizens  of  the 
City  of  New  York.”  The  number  of  hospital  beds 
for  TB  patients  has  declined  by  about  50  percent 
since  1960.  Deaths  from  tuberculosis  totaled  485, 
against  525  a year  earlier. 


ANNOUNCEMENT 

NATIONAL  X-RAY  EXPOSURE  STUDY 

The  Public  Health  Service  will  conduct  a na- 
tional study  to  obtain  information  on  population 
exposure  to  diagnostic  and  therapeutic  X-radia- 
tion. It  will  begin  on  April  13th,  1971,  and  will 
be  made  jointly  by  the  Bureau  of  Radiological 
Health  and  the  National  Center  for  Health 
Statistics.  The  study  was  planned  with  the  ad- 
vice of  a group  of  radiologists  and  physicists 
representing  the  American  College  of 
Radiology. 

Additional  information  about  plans  for  the 
survey  may  be  obtained  from  the  Bureau  of 
Radiological  Health,  1901  Chapman  Avenue, 
Rockville,  Maryland  20852. 
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'PFIZER  INC/  IS  NEW  NAME  FOR 
CHAS.  PFIZER  & CO.,  INC. 

NEW  YORK,  April  28 

“Pfizer  Inc.”  is  the  new  corporate  name  for 
Chas.  Pfizer  & Co.,  Inc.,  manufacturer  of  ethical 
pharmaceuticals,  fine  chemicals,  agricultural 
products,  minerals,  pigments  and  metals,  frag- 
rances and  cosmetics,  health  and  beauty  aids. 
The  new  name  became  effective  at  the  close  of 
business  April  27,  1970. 

The  Company  said  that  the  change  will  bring 
its  legal  name  into  conformity  with  the  name 
by  which  it  is  actually  identified.  The  Company 
has  become  known  to  share  owners,  customers 
and  the  general  public  simply  as  “Pfizer,”  it 
was  pointed  out. 

The  “Pfizer”  name  dates  back  to  the  founding 
of  the  organization  in  1849,  when  Charles  Pfizer, 
a chemist  who  emigrated  from  Germany,  and 
his  brother-in-law,  Charles  Erhart,  established 
a partnership  in  Brooklyn. 

The  Company’s  founder  retired  in  1900  and 
the  Company  was  incorporated  in  the  same  year 
under  the  name  Charles  Pfizer  & Company.  In 
1942,  when  the  first  public  offering  of  Pfizer 
stock  was  made,  the  Company’s  name  was  mod- 
ified to  Chas.  Pfizer  & Co.,  Inc. 

Today,  Pfizer  employs  more  than  32,000 
people  and  has  85  plants  in  32  countries.  Its 
products  are  sold  in  over  100  countries  through- 
out the  world. 


DENTISTRY  IN  MIDST  OF  MAJOR 
MANPOWER  CRISIS 

Dentistry  faces  a grave  manpower  crisis,  ac- 
cording to  a special  assistant  for  dental  affairs 
in  the  Department  of  Health,  Education  and 
Welfare.  Recently,  Dr.  John  S.  Zapp  told  a 
Workshop  of  Dental  Examiners  and  Educators: 
“Professional  manpower  is  in  short  supply  and 
is  unevenly  distributed,  while  demands  for 
service  are  rising  higher  and  higher.  Despite  the 
gains  made  under  federally  supported  expansion 
programs,  education  and  treatment  facilities  are 
inadequate  and  the  cost  of  training  and  treat- 
ment go  up  at  an  unprecedented  rate.” 


CANADIAN  DOCTORS  ASKED  NOT  TO 
RAISE  FEES 

The  Canadian  Medical  Association  is  asking 
its  21,000  members  not  to  raise  fees  during  the 
government’s  present  battle  against  inflation. 
CMA  president,  Dr.  Ross  M.  Matthews  of  Peter- 
borough, Ontario,  said,  “This  is  in  the  form  of 
an  appeal,  not  a direction,  and  should  be  taken 
in  that  light.” 


ASIM  SURVEYS  INTERNISTS  ON 
HEALTH  AIDES 

A survey  on  utilization  of  allied  health  per- 
sonnel by  internists  is  being  conducted  by  the 
American  Society  of  Internal  Medicine.  Objec- 
tives of  the  study  are  to  determine  the  number 
and  kinds  of  allied  health  personnel  employed 
by  internists,  the  tasks  now  being  performed 
by  such  personnel,  the  opinions  of  internists  re- 
garding what  tasks  can  and  should  be  delegated 
to  such  allied  personnel,  and  other  information 
that  may  be  helpful  to  educational  institutions  in 
the  formation  of  training  programs  for  allied 
health  personnel.  The  survey  was  sent  to  a ran- 
dom sample  of  4,300  of  ASIM’s  11,000  members, 
according  to  the  Society’s  president,  Dr.  Clyde  C. 
Greene,  Jr.,  of  San  Francisco. 


MODERN  DIETS  HARMFUL  TO  TEETH 
OF  ESKIMOS 

Modern  diets  are  proving  harmful  to  the  teeth 
of  Eskimos  living  in  northern  Canada,  a dental 
anthropologist  at  The  University  of  Chicago  re- 
ported recently.  John  T.  Mayhall,  a postdoctoral 
trainee,  found  that  tooth  decay  nearly  doubled 
in  those  people  who  had  a diet  consisting  of 
more  than  60  percent  food  obtained  at  the  local 
stores  as  compared  with  those  whose  diet  is  prin- 
cipally food  obtained  from  hunting  and  fishing. 


HOSPITAL  COSTS  CONTINUE  TO  RISE 

A day  in  the  hospital  now  costs  $67.59  or  about 
$7  more  than  it  did  a year  ago,  according  to  the 
American  Hospital  Association.  AHA  President 
George  W.  Graham  said  the  per-day  cost  prob- 
ably will  rise  to  $74.24  in  1970  and  $98.37  in  1973. 
Dr.  Graham  attributed  the  sharp  upward  spiral 
to  the  Medicare  program,  higher  salaries,  rising 
expenses,  and  inflation. 


WHENCE  COMETH  CREATIVITY? 

A University  of  Chicago  psychiatrist  is  ex- 
ploring creativity  by  investigating  the  origin  of 
Freud’s  ideas.  “The  creative  person  may  make 
a discovery  that  turns  out  to  be  a synthesized 
version  of  the  thoughts  or  writings  of  a for- 
gotten predecessor,”  according  to  Dr.  Harry 
Trosman,  associate  professor  of  psychiatry  at 
the  University’s  division  of  the  biological 
sciences  and  The  Pritzker  School  of  Medicine. 
“The  time  lapse  between  the  discovery  of  the 
idea  and  its  application  can  be  a matter  of  dec- 
ades during  which  the  individual  may  have 
consciously  forgotten  the  sources  of  the  original 
thought,”  he  said. 
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RENAL  ARTERY  EMBOLUS: 
A CASE  REPORT 

John  V.  McGreevy,  M.D.,  F.A.C.S.* 
Edmond  J.  McGreevy,  M.D.,  F.A.C.S.* 

John  A.  Ochsner,  M.D.** 

Patrick  S.  McGreevy,  M.D.* 


Acute  major  vascular  occlusion  is  a dramatic 
and  challenging  occurrence.  The  advancements 
in  the  diagnosis  and  management  of  these  dis- 
orders have  greatly  expanded  the  field  of  vas- 
cular surgery.  Sudden  renal  artery  occlusion  is 
relatively  rare  and  there  are  few  reports  con- 
cerning the  management  of  this  serious  clinical 
situation.  Therefore  the  following  case  is  pre- 
sented. 

REPORT  OF  A CASE 

A 73  year  old  white  male  was  admitted  to 
McKennan  Hospital,  Sioux  Falls,  on  July  27, 
1969,  with  a three  hour  history  of  severe,  per- 
sistent right  flank  pain  of  sudden  onset.  The 
past  history  included  a questionable  episode 
of  renal  colic  in  1929.  In  January  1969  the 
diagnosis  of  atrial  fibrillation  secondary  to 
rheumatic  heart  disease  with  mitral  stenosis 
and  insufficiency  was  made.  An  attempted 
defibrillation  failed  and  the  patient  was 
maintained  on  digitalis  and  a diuretic.  On 
the  present  admission  the  patient  had  a blood 
pressure  of  132/68  mm  of  mercury,  a pulse  of 
50  beats  per  minute  and  a temperature  of  37 
degrees  centigrade.  Physical  examination  re- 
vealed a grade  II  apical  pansystolic  murmur 
and  a grade  II  diastolic  rumble.  The  patient 
had  moderate  muscle  guarding  on  the  right 
side  of  the  abdomen  and  minimal  right  cos- 
tovertebral angle  tenderness.  The  white 
blood  cell  count  was  7,000  with  a normal  dif- 
ferential. Urinalysis  was  negative  except  for 
a one-plus  protein.  Electrocardiogram 
showed  auricular  fibrillation  with  a con- 
trolled ventricular  response. 

The  admitting  diagnosis  was  acute  renal 
colic.  The  patient  continued  to  have  marked 
flank  pain  and  his  vital  signs  remained 
stable.  An  intravenous  pyelogram,  24  hours 
after  admission,  showed  nonfunction  of  the 
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right  kidney  (Fig.  1).  Urologic  consultation 
was  obtained  and  a retrograde  pyelogram 
demonstrated  a normal  right  kidney  and 
ureter  (Fig.  2).  Seventy-two  hours  after  ad- 
mission retrograde  arteriography  via  the 
femoral  artery  revealed  complete  occlusion  of 
the  right  renal  artery  (Fig.  3).  On  the  fourth 
hospital  day  the  right  renal  artery  was  ex- 
plored using  the  transperitoneal  approach. 
There  was  no  pulse  in  the  vessel.  An  arterio- 
tomy  was  done  and  several  clots  removed. 
There  was  no  back  bleeding  from  the  kidney 
and  grossly  it  appeared  infarcted,  therefore 
the  kidney  was  removed.  The  postoperative 
diagnosis  was  right  renal  artery  embolus  sec- 
ondary to  rheumatic  heart  disease.  The  patho- 
logic diagnosis  was  ischemic  infarction  of  the 
kidney.  The  patient  was  discharged  on  the 
twelfth  postoperative  dav.  He  has  been  main- 
tained on  oral  anticoagulants,  digitalis  and  a 
diuretic  and  has  had  no  further  difficulty. 

DISCUSSION 

Embolic  occlusion  of  peripheral  arteries  is  not 
an  uncommon  event  but  involvement  of  the 
renal  arteries  is  unusual.  The  angle  of  the  renal 
artery  - aorta  junction  explains  the  paucity  of 
emboli  to  the  renal  arteries.  Hoxie  and  Coggin 
reported  205  examples  of  renal  infarction  in  14,- 
411  autopsies.1  Ormond  reviewed  1766  autopsies 
and  found  95  instances  of  renal  infarction.2 
Daley  et  al  recorded  28  renal  artery  emboli  out 
of  a total  of  393  peripheral  emboli  in  194  patients 
with  rheumatic  heart  disease.3  However  Thurl- 
berk  and  Castleman  demonstrated  some  degree 
of  atheromatous  renal  emboli  in  17  of  22  patients 
who  died  of  surgical  complications  of  abdominal 
aortic  aneurysms.4 

The  sources  of  emboli  to  the  renal  artery  are 
variable.  The  most  common  etiology  is  cardiac. 
Goldsmith  et  al,  in  reporting  18  cases  of  renal 
artery  embolus,  collected  over  a 30-year  period, 
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Figure  1. 

Intravenous  pyelogram  showing  nonfunction  of  the 
right  kidney. 


found  that  14  of  the  patients  had  rheumatic 
heart  disease,  three  had  myocardial  infarction 
and  one  had  subacute  bacterial  endocarditis.5 
Hoxie  and  Coggin  found  76%  of  renal  artery 
emboli  to  be  due  to  cardiac  disease.1  Other 
causes  of  emboli  that  have  been  reported  include 
the  use  of  prosthetic  heart  valves,  paradoxical 
emboli  in  patients  with  septal  defects,  primary 
intracardiac  tumors,  atheromatous  plaques  from 


Figure  2. 

Retrograde  pyelogram  demonstrating  a patient’s  right 
renal  collecting  system. 


the  aorta  and  surgical  manipulation  of  the 
aorta.6 

Regan  and  Crabtree  in  an  extensive  review  of 
the  literature  credit  Traube  in  1856  with  report- 
ing the  first  clinical  diagnosis  of  renal  infarc- 
tion.7 Traube  described  the  case  of  an  18  year 
old  boy  with  rheumatic  heart  disease  who  awoke 
from  sleep  with  severe  right  flank  pain.  He  de- 
veloped oliguria  and  hematuria.  The  patient 
died  nine  days  later  and  the  autopsy  showed 
marked  infarction  of  the  right  kidney  second- 
ary to  a renal  artery  embolus. 

The  classical  history  of  a patient  presenting 


Figure  3. 

Retrograde  aortogram  showing  complete  occlusion  of 
the  right  renal  artery. 


with  a renal  artery  embolus  is  similar  to  the 
case  described  by  Traube  or  the  patient  reported 
in  this  paper.  The  patient  with  known  heart 
disease,  usually  post  rheumatic  fever,  develops 
sudden  severe  flank  pain.  There  are  no  specific 
abdominal  physical  findings  to  make  this  diag- 
nosis, however  costovertebral  angle  tenderness 
is  common.  Gross  hematuria  is  said  to  be  pres- 
ent in  10%  of  the  cases  and  microscopic  hema- 
turia in  50%. 7 The  differential  diagnosis  in  a 
case  that  does  not  present  in  textbook  fashion 
can  include  almost  any  acute  process  that  occurs 
in  the  abdomen,  and  establishing  the  correct 
diagnosis  may  be  difficult.  If  renal  artery  occlu- 
sion is  suspected  an  intravenous  pyelogram  is 
a quick  means  of  showing  absence  of  function 
on  the  affected  side.  An  isotopic  renogram  is 
another  means  of  obtaining  the  same  informa- 
tion. Retrograde  pyelography  can  outline  the 
renal  collecting  system  and  rule  out  postrenal 
causes  that  can  produce  a similar  picture.  The 
specific  means  for  establishing  the  diagnosis  of 
renal  artery  occlusion  is  arteriography;  the  ab- 
sence of  contrast  material  in  the  suspected 
artery  is  diagnostic.  Surgery  is  the  treatment 
of  choice.  Spontaneous  return  with  watchful 
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waiting  has  been  reported  but  the  chances 
would  seem  slight.8  The  condition  of  the  pa- 
tient in  general  and  the  other  kidney  in  par- 
ticular can  affect  the  type  of  management.  Sys- 
temic anticoagulation  may  prevent  further  em- 
bolization but  there  is  little  reason  to  think  it 
would  correct  the  problem  in  the  renal  artery 
involved.5  Embolectomy  of  the  renal  artery  is 
the  preferred  operative  procedure.  However 
there  are  only  five  case  reports  in  the  literature 
of  renal  artery  embolectomy  with  long  term 
return  of  function  of  the  involved  kidney.5  6 
Delay  in  diagnosis  is  given  as  the  major  reason 
for  so  few  successful  embolectomies  of  the  renal 
artery.  It  has  been  an  experimental  finding  and 
a generally  accepted  fact  that  irreversible 
changes  in  kidney  structure  occur  following 
total  arterial  occlusion  lasting  over  two 
hours.6-  7 If  this  is  indeed  the  case  the  chances 
of  saving  a kidney  following  acute  renal  artery 
occlusion  are  very  poor,  as  the  reports  in  the 
literature  suggest.  Thomas  et  al,  however,  in 
a recent  review  states  that  good  evidence  now 
exists  that  in  certain  cases  complete  return  of 
kidney  function  can  occur  despite  two  to  four 
days  of  occlusion  and  total  loss  of  function.6  He 
feels  that  despite  delay  in  making  the  diagnosis 
embolectomy  should  still  be  the  procedure  of 
choice  and  the  kidney  given  a period  of  time  to 
recover.  Later  re-evaluation  will  indicate  a re- 
turn of  function  or  a need  for  nephrectomy. 
Acute  bilateral  renal  artery  occlusion  would  be 
managed  in  the  same  manner  with  a trial  of 
hemodialysis  or  peritoneal  dialysis  following 
bilateral  embolectomy.  In  suitable  cases  this 
concept  of  treatment  would  certainly  seern  to  be 
the  preferred  method.  The  number  of  hours  or 
days  of  occlusion  should  not  be  the  sole  or  ab- 
solute factor  in  dictating  the  operative  pro- 
cedure. 

SUMMARY 

A case  of  acute  renal  artery  embolus  in  a man 
with  rheumatic  heart  disease  is  presented.  A 
brief  review  of  the  etiology,  clinical  picture 
and  methods  of  diagnosis  is  given.  Various  as- 
pects of  management  including  the  newer  con- 
cept of  reversible  changes  following  prolonged 
arterial  occlusion  are  discussed. 
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Doctor,  after  all  we’ve 
been  through  together. . . 


abscess 

acne 

amebiasis 

anthrax 

bacillary  dysentery 
bartonellosis 
bronchitis 
bronchopulmonary 
infection 


brucellosis 
chancroid 
diphtheria 
endocarditis 
genitourinary 
infections 
gonorrhea 
granuloma  inguinale 
listeriosis 

lymphogranuloma 


mixed  bacterial 
infection 
osteomyelitis 
otitis 
pertussis 
pharyngitis 
pneumonia 
psittacosis 
pyelonephritis 


Rocky  Mountain 
spotted  fever 
scarlet  fever 
septicemias 
sinusitis 

soft  tissue  infection 
tonsillitis 
tularemia 
typhus  fever 
urethritis 


. . .don’t  you  think  it’s  time 
we  were  on  a first-name  basis? 
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NORTH  AMERICAN  BLASTOMYCOSIS 
Three  Cases  with  Genitourinary  Involvement 
From  Sioux  Falls 


"John  Hoskins,  M.D. 

North  American  blastomycosis  (Gilchrist’s 
disease)  has  not  been  thought  to  be  a prevalent 
disease  in  South  Dakota  and  genitourinary  tract 
involvement  has  not  been  stressed  in  the  litera- 
ture. Three  cases  with  genitourinary  involve- 
ment have  been  diagnosed,  one  in  each  of  the 
Sioux  Falls  hospitals  in  the  past  three  and  one- 
half  years  by  a urology  group.  That  the  disease 
is  more  frequent  than  realized  is  a good  possi- 
bility. Awareness  of  the  nature  of  the  disease 
and  proper  special  stains  as  well  as  cultures  of 
lesions  such  as  granulomatous  prostatitis  are 
necessary  for  accurate  diagnosis.  The  importance 
of  needle  biopsy  is  stressed.  The  pathogenesis, 
diagnosis,  and  treatment  of  blastomycosis  are 
briefly  reviewed.1'  3 

CASE  I — A 61  year  old  white  male  first  was 
seen  on  July  29,  1966  with  a history  of  fre- 
quency, nocturia  up  to  8 times,  decrease  in  the 
force  and  caliber  of  the  stream,  and  dysuria 
since  about  April  1966.  He  had  been  on  a variety 
of  antimicrobial  agents  for  as  long  as  20  days 
at  a time  without  any  particular  relief.  He  had 
been  hospitalized  for  a viral  pneumonia  in  1964, 
and  in  1965  he  had  been  hospitalized  at  Mc- 
Kennan  Hospital  in  Sioux  Falls,  South  Dakota 
with  a history  of  a 30  pound  weight  loss  over  a 
7 month  period.  Chest  X-rays  at  that  time 
showed  a bilateral  pulmonary  infiltrate.  See 
Fig.  I.  He  was  discharged  from  the  hospital  on 

*Fellow  American  College  of  Urology  and  Urologist, 
Sioux  Valley  Hospital. 

**  Pathologist  Sioux  Valley  Hospital.  Professor  of  Clin- 
ical Pathology,  School  of  Medicine,  University  of 
South  Dakota. 


**John  F.  Barlow,  M.D. 

May  15,  1965,  without  any  improvement.  In  De- 
cember of  that  year  he  was  admitted  to  the 
Yankton  State  Hospital  and  referred  to  the 
Medicine  service  because  of  chest  X-ray  find- 
ings of  bilateral  apical  scarring  suggesting  tuber- 
culosis. He  was  evaluated  with  skin  tests, 
sputums,  and  gastric  washings,  and  all  studies 
were  negative.  He  gave  no  history  of  exposure 
to  tuberculosis  or  any  severe  pulmonary  dif- 
ficulty. He  appeared  slender  and  somewhat 
nervous,  but  in  no  acute  distress.  The  testes  were 
descended  and  he  had  a right  supratesticular 
mass  which  transilluminated  light.  The  penis 
was  essentially  normal  except  for  a firm  mid- 
dorsal plaque  compatible  with  Peyronie’s  dis- 
ease. On  rectal  examination,  he  had  a Grade  I 
enlarged  prostate  gland  with  a very  firm 
nodular  area  at  the  right  base.  His  residual  urine 
was  measured  at  65  cc.  On  admission  his  labora- 
tory work  was  within  normal  limits  except  for 
an  elevated  sedimentation  rate.  The  chest  X-ray 
showed  extensive  diffuse  fibrosis,  but  no  change 
since  previous  chest  X-rays  in  April  of  1965.  He 
was  admitted  the  evening  of  August  8,  1966  and 
two  days  later,  under  topical  anesthesia,  cysto- 
scopy was  carried  out.  His  prostate  was  obstruc- 
ting when  viewed  cystoscopically,  and  the  blad- 
der showed  trabeculation  and  cellule  formation. 
A needle  biopsy  of  the  prostate  was  performed 
under  local  anesthesia  using  the  Franklin  modi- 
fication of  the  Vim-Silverman  needle.  From 
the  right  base  of  the  prostate  purulent  material 
of  a dirty  gray  appearance  was  obtained.  Speci- 
mens of  the  needle  biopsy  and  purulent  material 
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Figure  I. 

Chest  film  in  Case  One  showing  bilateral  pulmonary- 
infiltrate  of  North  American  blastomycosis.  The 
radiologic  picture  in  this  disease  is  quite  valuable. 

were  sent  for  microscopic  examination  and  for 
culture.  Urine  culture  for  routine  pathogens 
showed  no  growth  in  48  hours.  The  pathology 
report  was  granulomatous  prostatitis,  but  ad- 
ditional stains  and  studies  for  organisms  were 
to  be  made  and  an  addendum  report  was  to  fol- 
low. On  August  12,  1966,  under  general  anes- 
thesia, the  patient  had  a transuretheral  resec- 
tion of  the  prostate.  The  tissue  was  noted  to  be 
rather  mushy  in  consistency  and  a great  deal  of 
purulent  material  was  unroofed  as  the  resection 
proceeded.  The  pathologic  diagnosis  was  mul- 
tiple microinfarcts  of  the  prostate,  nodular  hy- 
perplasia of  the  prostate,  focal  granulomatous 
prostatitis.  His  post-operative  course  was  un- 
eventful. He  remained  afebrile.  His  catheter 
was  removed  on  the  third  postoperative  day  and 
the  patient  voided  with  good  control  and  good 
stream.  He  was  discharged  from  the  hospital  on 
the  7th  postoperative  day.  The  next  day  an  ad- 
dendum to  the  pathology  report  was  received 
and  additional  stains  had  disclosed  the  presence 
of  budding  yeast  forms  with  a double  contoured 
wall.  The  morphology  was  consistent  with 
Cryptococcus  Neoformans  or  Blastomyces  der- 
matitidis,  but  the  latter  was  considered  the  most 
probable  fungus  present.  Fluorescent  antibody 
techniques  were  performed  at  Armed  Forces 


Institute  of  Pathology  and  a diagnosis  of  North 
American  Blastomycosis  was  made.  On  Septem-  | 
ber  6,  1966,  the  patient  was  seen  in  the  office  and  ; 
was  doing  well.  A few  days  later  the  report  from 
the  Armed  Forces  Institute  of  Pathology  was  j 
available  and  the  patient  was  contacted  and  re-  i 
admitted  for  further  evaluation.  Laboratory 
work  was  again  within  normal  limits  except  for  ? 
continued  elevation  of  the  sedimentation  rate. 
Sputum  cultures  were  obtained  and  skin  tests 
for  Blastomycosis,  Coccidioidomycosis,  Histo- 
plasmosis and  PPD  were  all  negative  at  48 
hours.  All  sputum  tests  for  tuberculosis  were 
negative  and  the  patient  subsequently  under- 
went a course  of  Amphotericin  B therapy. 

CASE  II  — A 46  year  old  Caucasian  was  ad- 
mitted to  the  Sioux  Falls  Veterans  Adminis- 
tration Hospital  on  April  17,  1967  with  the  his- 
tory of  suffering  a scratch  over  his  right  eye 
while  cutting  down  a tree.  On  May  28th,  the 
lesion  appeared  healed  and  then  began  draining 
one  month  later.  The  following  month  the  pa- 
tient tried  various  home  remedies  in  an  attempt 
to  heal  the  wound.  He  noticed  pustular  skin 
lesions  in  other  areas  of  the  body  which  failed 
to  heal.  He  also  developed  a draining  lesion  on 
the  4th  finger  of  the  left  hand,  and  finally  de- 
veloped left  testicular  enlargement  and  ten- 
derness one  week  prior  to  his  admission  to  the 
hospital.  We  were  asked  to  see  the  patient  in 
consultation  and  found  an  alert,  somewhat 
obese,  afebrile  male  with  a healed  scar  over  his 
right  eye.  He  had  a draining  ulceration  on  the 
dorsal  surface  of  the  middle  phalanx  of  the 
fourth  finger  of  the  left  hand  and  some  ulcera- 
tions of  the  face,  which  were  crusted  and  ap- 
peared to  be  drying  up.  Examination  of  the 
heart  and  lungs  was  unremarkable.  The  testes 
were  descended.  The  right  was  normal  to  pal- 
pation. There  was  an  enlarged  tender  scrotal 
mass  on  the  left  with  loss  of  differentiation  of 
testis  and  epididymis.  He  had  good  sphincter 
tone.  The  prostate  felt  benign  but  was  mod- 
erately boggy  although  not  tender  to  palpation. 
His  laboratory  work  was  within  normal 
limits,  except  for  an  elevated  sedimentation 
rate  of  53  mm/hr  and  a white  count  of 
11,700/mm3.  Urinalysis  showed  2 to  4 
wbc/hpf  and  innumerable  hyaline  casts/lpf.  X- 
ray  studies  showed  an  area  of  density  between 
the  right  lower  lung  field  and  the  right  lateral 
chest  wall.  This  was  felt  to  be  pleural  fluid.  The 
lung  fields  were  clear.  X-rays  of  the  left  shoulder 
showed  minimal  flattening  and  sclerosis  of  the 
greater  tuberosity  consistent  with  minimal 
arthritic  changes.  Intravenous  pyelogram 
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showed  bilateral  prompt  excretion  in  good  con- 
centration and  was  essentially  normal.  X-ray  of 
the  fourth  finger  of  the  left  hand  showed  des- 
truction of  the  distal  half  of  the  middle  phalanx 
consistent  with  osteomyelitis.  The  patient  had 
been  started  on  Penicillin  and  Chloromycetin 
on  his  admission  to  the  hospital.  An  incision  and 
drainage  of  the  fourth  finger  of  the  left  hand 
was  carried  out  on  April  27th.  Because  of  our 
recent  experience,  systemic  blastomycosis  was 
suggested  as  the  diagnosis.  Cultures  of  the  skin 
lesions  and  draining  finger  grew  blastomyces 
dermatitidis  and  the  patient  was  started  on  a 
course  of  amphotericin  B.  The  skin  lesions  and 
draining  finger  improved,  but  the  epididymitis 
showed  no  improvement.  On  May  18.  under  gen- 
eral anesthesia,  the  involved  testis  and  epididy- 
mis were  removed.  He  had  no  postoperative 
complications.  The  amphotericin  B was  con- 
tinued. The  patient  was  subsequently  discharged 
on  June  28,  1967. 

CASE  III  — A 61  year  old  Caucasian  male  was 
seen  on  admission  to  Sioux  Valley  Hospital  on 
January  27,  1969.  He  was  a known  mild  diabetic. 
He  had  been  referred  to  us  because  of  a rectal 
examination  which  suggested  adenocarcinoma 
of  the  prostate.  He  had  bumped  his  left  testis  on 
December  15,  1968  while  lifting  a pail  of  water 
and  developed  pain  and  slight  swelling  in  that 
area.  This  had  subsided  until  about  two  weeks 
prior  to  admission  when  he  noted  a lump  and 
consulted  his  physician  who  on  rectal  examina- 
tion noted  the  prostate  was  nodular.  The  pa- 
tient had  had  some  progression  of  urinary  fre- 
quency with  nocturia  for  the  last  year.  He  also 
had  some  hesitancy  and  slowing  of  his  stream 
with  decrease  in  the  force  and  caliber  of  his 
stream.  He  was  mildly  hypertensive.  He  was 
generally  alert  and  well  nourished  and  in  no 
acute  distress.  The  right  testis  and  epididymis 
were  normal  to  palpation.  The  left  testis  felt 
normal,  but  the  epididymis  was  firm  and  rock 
hard.  The  prostate  was  two  plus  enlarged,  very 
firm,  and  fixed.  He  had  a residual  urine  of  55  cc. 
Laboratory  work  was  within  normal  limits  ex- 
cept for  a fasting  blood  sugar  of  200  mgs/100  ml. 
Skin  tests  for  tuberculosis,  histoplasmosis,  cocci- 
dioidomycosis were  negative.  Serum  titers  for 
histoplasmosis,  blastomycosis,  and  coccidioidomy- 
cosis were  normal.  Chest  X-ray  showed  minimal 
fibrosis  of  the  left  upper  lung  field.  On  January 
28.  1969,  cystoscopy  showed  some  trabeculation 
of  the  bladder  and  an  obstructing  prostate. 
Perineal  needle  biopsy  was  carried  out  and 
initial  diagnosis  of  granulomatous  prostatitis 
was  reported  with  no  evidence  of  malignancy. 


Figure  II. 

Giant  cells  in  granulomatous  focus  in  prostate  biopsy 
of  Case  III.  Arrow  points  to  organism  which  is  often 
difficult  to  see  on  hematoxylin  and  eosin  stain  such 
as  this  (high  power). 

See  Fig.  II.  Acid  fast  stains  were  negative. 
Methenamine  silver  stains  showed  a budding 
yeast  with  a doubly  contoured  wall.  See  Fig.  III. 
On  January  30th  a transurethral  resection  of  the 
prostate  was  carried  out.  The  gland  was  found 
to  be  very  vascular  and  difficult  to  resect. 
Prostatic  tissue  was  subsequently  cultured  and 
showed  blastomyces  dermatitidis.  Patient  was 
started  on  amphotericin  B. 

DISCUSSION 

North  American  blastomycosis  is  caused  by 
the  dimorphic  fungus,  blastomyces  dermatitidis. 
It  is  a disease  mainly  of  young  and  middle-aged 
adult  males,  although  the  disease  has  been  re- 
ported at  the  extremes  cf  life  and  in  females. 


Figure  III. 

Arrow  points  to  budding  yeast  form  in  area  of  sup- 
puration in  prostate  biopsy  of  Case  III  (methenamine 
silver  stain). 

Photography  Courtesy  of  Wesley  T.  Halbritter, 
MT,  ASCP,  Sioux  Valley  Hospital. 
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Most  patients  have  been  from  the  Southeastern 
or  North  Central  United  States  and  often  the  pa- 
tients have  been  engaged  in  outdoor  occupations. 
The  organism  supposedly  is  inhaled  from  soil. 
Culture  from  soil  samples  has  been  difficult, 
however,  because  of  mycolytic  agents  in  the 
soil.1  Blastomyces  dermatitidis  enters  the  body 
through  the  respiratory  tract  and  is  a systemic 
disease.  Since  skin  localization  or  involvement 
of  bones  or  genitourinary  often  is  clinically 
prominent,  localized  disease  has  been  suggested, 
but  the  localization  is  thought  really  to  be  part 
of  the  systemic  process  in  most  cases.  Blasto- 
myces dermatitidis  is  probably  a primary 
pathogen  although  there  is  an  association  with 
diabetes  mellitus,  but  no  predisposition  to  the 
disease  by  leukemia,  lymphoma,  or  steroid 
therapy  as  seen  with  cryptococcus,  aspergillus 
and  Candida  has  been  seen.  The  skin  and  lungs 
are  the  most  commonly  affected  organs  and  are 
usually  responsible  for  the  presenting  symp- 
toms. However,  involvement  of  the  male  geni- 
tourinary tract  in  a third  of  the  cases  of  a large 
series  has  been  reported.  Bones,  joints,  or  cen- 
tral nervous  system  infections  are  not  un- 
common sites  for  secondary  involvement.  Un- 
treated the  disease  is  a chronic  progressive  en- 
tity with  remission  and  exacerbations  lasting 
years.  The  characteristic  tissue  reaction  often 
shows  a combination  of  suppurative  and  granu- 
lomatous features.  These  are  often  multiple  ab- 
scesses and  sinuses  in  the  tissue  involved.  The 
skin  lesion  shows  a characteristic  verrucous 
pseudoepitheliomatous  hyperplasia  with  tiny 
abscesses  filled  with  polys  and  surrounded  by 
giant  cells.  The  presence  of  these  giant  cells, 
epithelial  cells,  and  well-formed  tubercles  often 
suggests  tuberculosis.  This  histologic  pattern 
should  indicate  careful  search  for  the  organism 
which  may  be  difficult  to  see  under  ordinary 
stains  and  require  special  stains.3 

The  laboratory  data,  outside  of  specific  myco- 
logic  tests,  are  not  very  helpful.  An  elevated 
erythrocyte  sedimentation  rate  is  frequent. 

Once  the  diagnosis  is  suspected,  the  organism 
is  often  fairly  easily  demonstrated.  Examination 
of  exudate  by  wet  mount  using  10%  potassium 
hydroxide  can  demonstrate  the  characteristic 
tissue  parasite,  a budding  yeast  with  a retractile 
wall.  Utilizing  biopsies  of  affected  tissue  and 
noting  a suppurative  granulomatous  reaction, 
special  stains  such  as  Grocott’s  methenamine 
silver  are  very  excellent  for  demonstrating  the 
organism  which  can  be  difficult  to  see  under 
routine  H & E.3 

Culture  of  the  organism  at  37°  on  blood  agar 


yields  the  yeast  form.  Sabouraud’s  dextrose 
agar  with  inhibitors  or  brain  heart  in-  i 
fusion  incubated  at  room  temperature  yields  the 
mycelial  form  of  the  agent.  Conversion  of  the 
mycelial  to  yeast  form  is  an  important  part  of 
the  diagnosis.  Cultures  often  grow  in  approx- 
imately one  week,  but  should  probably  be  held 
for  several  weeks.  It  should  be  noted  that  al- 
though tissue  stains  are  very  helpful  micro- 
forms of  blastomyces  dermatitidis  may  be  con- 
fused with  histoplasma  capsulatum  or  endo- 
spores  of  coccidioides  immitis.  Confusion  with 
cryptococcus  neoformans  may  also  occur.3 
Therefore,  culture  and  identification  of  the 
dimorphic  nature  of  the  fungus  are  important. 
When  culture  is  not  possible  fluorescent  anti- 
body studies  as  shown  in  one  case  are  helpful  in 
identification.1  • 3 

A word  of  warning  is  that  the  blastomycin 
skin  test  is  virtually  worthless  in  making  the 
diagnosis  since  it  is  often  negative.1  The  sero- 
logic tests  such  as  complement  fixation  are  also 
relatively  valueless  in  blastomycosis.1 

A variety  of  treatments  have  been  tried  in 
the  past  to  cope  with  North  American  blasto- 
mycosis. Iodides,  vaccines,  X-ray  therapy,  Gen- 
tian violet,  sodium  thiosulfate,  Aureomycin,  Ul- 
traviolet light  have  sometimes  met  with  suc- 
cess. The  very  dramatic  effect  of  stilbamidine  in 
the  control  of  systemic  blastomycosis  in  human 
beings  was  first  reported  in  1951.  This  was  the 
first  consistently  effective  therapy  for  this  dis- 
ease. A significant  incidence  of  peripheral  neu- 
ropathy associated  with  the  use  of  the  drug  led 
to  investigation  and  development  of  2-hydroxy- 
stilbamidine.  In  this  preparation  the  neuro- 
pathy seen  with  stilbamidine  has  been  con- 
spicuously absent.  Customary  dosage  is  225  mg. 
a day  by  intravenous  administration  until  8 
grams  of  the  drug  has  been  given.  If  the  re- 
sponse is  inadequate  or  relapse  occurs,  a second 
course  is  given  after  a 6 week  interval.  Occas- 
ional chills,  fever,  nausea,  vomiting,  and  rarely 
hypertensive  episodes  have  occurred  during  the 
administration  of  the  2-hydroxystilbamidine,  but 
its  general  freedom  from  toxicity  and  ease  of 
administration  leads  to  its  use  on  an  out-patient 
basis  in  some  clinics. 

Amphotericin  B is  considered  by  many  to  be 
the  drug  of  choice  in  treatment  of  North  Amer- 
ican blastomycosis.  It  is  usually  administered  by 
the  intravenous  route.  An  initial  dose  of  1 mg. 
is  recommended.  Then  the  drug  dosage  can  be 
increased  by  5 to  10  mg.  until  an  optimal  dose  of 
1 to  1.5  mg/kg  is  reached.  Side  effects  of  nausea, 
vomiting,  diarrhea,  anorexia  have  been  reported, 
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but  the  most  serious  complication  is  a rise  in  the 
urea  nitrogen  due  to  impaired  renal  function. 
While  the  drug  is  administered  the  urea  nitro- 
gen must  be  measured  and  the  drug  titered  so 
that  the  BUN  remains  less  than  50  mg%  and 
serum  creatinine  less  than  10  mg%.  A total  dose 
of  2 grams  of  Amphotericin  B is  usually  ade- 
quate. 

Summary:  North  American  Blastomycosis  is 
not  common  in  our  area.  It  is  somewhat  un- 
usual for  a patient  to  present  with  genitourinary 
symptoms.  Three  cases  are  presented.  One  pa- 
tient presented  with  epididymo-orchitis  and 
two  with  symptoms  of  prostatic  obstruction. 
Palpation  of  the  prostate  suggested  adenocar- 
cinoma to  rectal  examination.  The  findings  once 
again  suggest  the  value  of  needle  biopsy  for 
tissue  diagnosis  of  prostatic  lesions. 
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STATEMENT  ON  NURSING  AND  NURSING 

EDUCATION 

Prepared  by  South  Dakota  Board  of  Nursing 


The  nursing  profession  in  South  Dakota,  as  in 
all  other  states  and  territories  of  the  United 
States,  has  been  in  a dilemma  regarding  its 
responsibility  in  meeting  the  demands  of  the 
public  to  deliver  quality  health  care  to  the 
community. 

“Trained  Nurse  Power  is  in  short  supply. 
There  are  more  people  than  ever  before,  and 
the  most  prominent  characteristic  of  the 
population  growth  has  been  the  increase  in 
numbers  at  each  end  of  the  life  span.  This 
swelling  of  the  population  has  strained  the 
health  care  services  out  of  proportion  to 
the  increased  numbers  because  the  very 
young  and  the  very  old  have  the  greatest 
needs  for  service.  Nursing  is  the  matrix  of 
these  services;  it  is  the  most  universally  used 
and  it  is  required  on  a more  intensive  basis 
over  a longer  period  of  time  than  any  other 
kind  of  health  care.”' 

In  its  effort  to  meet  the  rapidly  changing  med- 
ical advances  which  are  the  result  of  economic, 
social  and  technologic  development,  the  South 
Dakota  Board  of  Nursing  has  endeavored  to 
meet  the  needs  of  community  health  by  con- 
tinual review  of  health  needs  and  social  trends. 
This  is  evidenced  by  involvement  in  two  major 
studies  on  Nursing  Resources  in  South  Dakota 
during  1950  and  1966-1969. 

The  current  enrollment  in  the  fourteen  (14) 
nursing  education  programs  is  as  follows:  231 
students  in  practical  nursing,  201  in  associate 
degree,  403  in  the  diploma  program  and  655  in 
the  baccalaureate  degree  nursing  education  pro- 
gram, making  a total  of  1279  enrolled  in  the 
professional  and  231  in  the  practical.  There  has 
been  an  increase  in  the  enrollment  during  the 
past  ten  years.  During  the  current  year  there 
has  been  an  increase  of  156  students  in  the  pro- 
fessional program,  and  the  number  in  the  prac- 
tical nurse  program  has  doubled. 

Those  responsible  for  preparing  nurse  prac- 
titioners must  be  constantly  aware  of  the  rapid 
changes  in  the  general  education.  They  must  be 
cognizant  of  the  gap  between  nursing  service 
and  nursing  education  so  effectively  stated  by 
the  Commission  of  Nursing  Education,  American 
Nurses  Association  in  the  statement  regarding 
Graduate  Education  in  Nursing. 

'U.  S.  Department  of  H.E.W.,  Nurse  Training  Act  of 
1964:  Program  Review  Report,  Public  Health  Service 
Publication  No.  1740  (Washington,  D.  C.:  Govern- 
ment Printing  Office  1967.)  P.  9. 


“Practice  and  education  in  nursing,  as  in 
other  fields,  are  determined  both  by  present 
patterns  and  future  directions.  Practice,  how- 
ever, is  bound  more  closely  to  the  present,  to 
existing  institutional  systems  and  structures, 
than  is  education.  Nursing  education,  while 
it  must  take  existing  patterns  into  considera- 
tion, has  to  be  geared  to  the  future.”' 

STATEMENT  OF  PHILOSOPHY  OF  THE 
SOUTH  DAKOTA  BOARD  OF  NURSING 

“We  believe: 

that  the  South  Dakota  Board  of  Nursing’s  respon- 
sibility is  to  serve  and  protect  the  public  through 
the  implementation  of  the  State  of  South  Da- 
kota Law  (Chapter  101  - Session  Laws  1967) 
Regulating  the  Profession  of  Nursing; 
that  nursing  education  and  nursing  service  can 
best  be  planned  and  implemented  for  society  by 
nurses; 

that  the  South  Dakota  Board  of  Nursing  acts 
within  the  state  governmental  structure  and  with- 
in the  limits  of  the  law  as  described  by  the  Nurse 
Practice  Act  of  South  Dakota.” 

OBJECTIVES 

“1.  To  foster  sound  educational  nursing  programs. 

2.  To  protect  society  from  those  who  are  un- 
skilled in  nursing  by: 

a.  Licensing  those  who  are  prepared  to  prac- 
tice nursing. 

b.  Enforcing  the  nurse  practice  act  to  insure 
that  nursing  is  practiced  only  by  those 
persons  licensed  to  practice  nursing. 

c.  Evaluating  current  nursing  practice. 

d.  Seeking  to  eliminate  those  who  through 
legal  or  other  means  wish  to  achieve  pur- 
poses inconsistent  with  good  nursing  prac- 
tice. 

3.  To  serve  the  public  in  interpreting  and  dis- 
seminating pertinent  information  relating  to 
nursing.” 

The  South  Dakota  Board  of  Nursing  has  an 
obligation  to  clarify  its  position  on  Nursing 
Service  and  Nursing  Education.  The  Board 
agrees  with  the  position  paper  in  the  philosophy 
that  education  for  nursing  should  be  provided 
within  the  general  system  of  higher  education 
and  the  profession  assume  responsibility  for 
leadership  and  planning  an  orderly  transition, 
making  certain  that  if/when  a school  of  nursing 
is  closed,  a better  substitute  is  available  to  pre- 
pare sufficient  qualified  nurses  to  meet  the 
health  needs  of  those  requiring  it. 

The  Board  of  Nursing  recommends  that  the 
profession  study  and  establish  a method  to  in- 
sure that  each  practitioner  assume  responsibility 
for  continuing  study. 


'Statement  on  Graduate  Education  in  Nursing,  Amer- 
ican Nurses  Association  1969,  P.  3. 
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99M  TECHNETIUM  AND  113M  INDIUM  IN 
NUCLEAR  MEDICINE 


Donald  W.  Brown,  M.D.,  Richard  Trow,  James  Cleaveland,  and  Thomas  Ryerson,  M.D. 


In  recent  years  more  and  more  clinical  tests 
carried  out  in  Nuclear  Medicine  laboratories 
have  been  performed  with  two  radioactive  iso- 
topes, Technetium-99m  (99mTc)  and  Indium- 
113m  (113mln).  Presently  they  are  used  in  70  to 
80%  of  scanning  procedures  at  the  University  of 
Colorado  Medical  Center.  There  are  several  rea- 
sons for  this  rapid  introduction  and  increasing 
popularity  but  the  most  important  is  their  short 
physical  half  lives.  This  feature  enables  us  to 
inject  relatively  large  amounts  of  radioactivity 
achieving  high  counting  rates,  short  scanning 
times,  and  marked  reductions  in  radiation  dose 
to  the  patient. 

Use  of  these  isotopes  would  not  be  possible  if 
it  had  not  been  for  the  development  of  radio- 
nuclide generators.1  Because  the  half-life  of 
99mTc  is  six  hours  and  113mln’s  half-life  is  1.7 
hours,  it  is  not  practical  to  produce  and  ship 
these  isotopes  as  radiopharmaceuticals  from  a 
commercial  supplier.  Nearly  all  of  the  radio- 
activity would  have  disappeared  by  the  time  it 
could  be  given  to  the  patient.  Generators  elim- 
inate this  problem.  The  generator  principle  in- 
volves the  use  of  an  isotope  with  a relatively 
long  half-life  which  decays  to  form  an  isotope 
with  a relatively  short  half-life.  In  the  case  of  a 
99mTc  generator  for  example,  we  order  a gen- 
erator which  contains  Molybdenum-99  (99Mo). 
Molybdenum-99  decays  to  99mTc.  Under  cer- 
tain chemical  conditions,  99Mo  will  bind  to 
alumina  gel  while  99mTc  will  not.  Thus,  a solu- 
tion of  99Mo  is  poured  through  a column  con- 
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taming  alumina  gel.  The  gel  will  bind  the  99Mo 
and  as  each  99Mo  atom  decays,  a 99mTc  atom  is 
formed  and  released  from  the  alumina.  When 
the  column  is  washed  with  saline,  the  eluate 
contains  99mTc  ready  for  use  in  patients.  People 
in  Nuclear  Medicine  call  these  generators 
“cows”  since  they  are  eluted  or  “milked”  daily. 

The  typical  technetium  generator  contains 
one  to  three  hundred  millicuries  (mCi)  of  99Mo. 
Since  99Mo  decays  with  a half-life  of  64  hours, 
within  5 or  6 days  the  yield  of  technetium  with 
each  elution  will  have  decreased  to  a small  frac- 
tion of  the  original  yield.  Therefore,  these  gen- 
erators must  be  ordered  weekly.  The  yield  from 
a particular  generator  varies  depending  on  the 
number  of  days  it  has  been  in  use  and  how  long 
it  has  been  since  the  last  elution.  Therefore,  the 
eluate  must  always  be  assayed  before  use  in  pa- 
tients. Typically,  a technetium  generator  will 
yield  about  80%.  In  other  words,  if  it  contained 
100  mCi  of  99Mo,  it  would  yield  about  80  mCi 
of  99mTc  per  elution. 

In  addition  to  its  short  half-life,  99mTc  has 
other  advantages  over  previously  used  isotopes. 
Among  these  are  its  absence  of  beta  particle 
emission.  Beta  particles  are  responsible  for  most 
of  the  radiation  dose  delivered  by  other  isotopes. 
In  addition,  the  energy  of  the  gamma  rays 
emitted  by  99mTc  is  lower  and  better  suited  for 
scanning  than  the  gamma  rays  emitted  by  1311, 
198Au  and  many  of  the  other  isotopes  which 
have  largely  been  replaced  by  99mTc. 

Generators  in  use  at  present  contain  99Mo  in 
the  molybdate  form  (Mo04-).  When  the  99Mo 
atoms  decay,  the  technetium  formed  is  in  the 
pertechnetate  form  (99mTc  04-).  Technetium  is 
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a metal,  but  in  the  pertechnetate  form  it  be- 
haves as  a halogen.  When  injected  intravenously, 
it  is  concentrated  in  the  gastric  mucosa,  choroid 
plexus,  salivary  glands  and  membranes  of  the 
paranasal  sinuses.2  It  is  trapped  but  not  meta- 
bolized by  the  thyroid  gland.3  Pertechnetate 
diffuses  freely  throughout  the  extracellular 
compartments  of  the  body.  It  does  not  readily 
enter  fatty  tissue;  and  therefore,  normally  does 
not  cross  the  blood-brain  barrier.  Because  of  this 
property,  the  largest  use  of  99mTc  is  in  brain 
scanning.  Tumors,  infarctions,  abscesses,  con- 
tusions, and  a number  of  other  central  nervous 
system  lesions  result  in  a breakdown  of  the 
blood-brain  barrier.  These  lesions  are  also  asso- 
ciated with  a marked  increase  in  vascularity 
around  the  lesion.  These  changes  result  in  ab- 
normal accumulation  of  99mTc  and  positive 
brain  scans.  Eighty  to  ninety  per  cent  of  scans 
of  the  above  mentioned  lesions  will  be  positive 
when  scanned  with  99mTc.  The  99mTc  brain 
scan  typically  shows  a very  low  amount  of  ac- 
tivity throughout  the  brain  itself  surrounded 
by  activity  in  the  sagittal  and  transverse  sinuses 
and  in  the  muscles  and  paranasal  membranes  at 
the  base  of  the  brain.  Positive  lesions  show  up 
as  increased  activity  usually  corresponding 
closely  to  the  extent  of  pathology  in  the  brain. 
Two  lesions,  subdural  hematomas  and  cerebral 
infarctions,  often  fail  to  show  as  positive  lesions 
when  they  first  develop.  They  become  most  posi- 
tive after  a week  to  ten  days  when  a consider- 
able amount  of  new  vascularity  has  developed. 
Typically,  small  lesions  at  the  base  of  the  brain 
and  in  the  posterior  fossa  are  missed.  A few 
tumors  of  the  low  grade  oligodendroglioma  type 
which  are  often  not  associated  with  increased 
vascularity  can  also  be  missed. 

Since  99mTc  04-  is  concentrated  in  the  thyroid 
gland,  it  is  sometimes  used  for  thyroid  scanning. 
The  advantage  over  1-131  is  that  scans  can  be 
performed  a few  minutes  after  injection  and  the 
radiation  dose  to  the  thyroid  gland  is  reduced 
by  a factor  of  50.  When  99mTc  is  used  for  other 
scanning  procedures,  the  thyroid  is  usually 
blocked  by  the  administration  of  250  mg.  of  pot- 
assium perchlorate  orally4  to  reduce  the  radia- 
tion dose  to  the  thyroid  and  decrease  the  con- 
centration in  the  choroid  plexus.  In  brain  scan- 
ning patients  are  also  given  1/150  gr.  of  atropine 
intramuscularly  to  reduce  paranasal  sinus  con- 
centration. 

Technetium-99m  is  widely  used  for  liver  scan- 
ning. It  is  a simple  matter  to  convert  the  per- 
technetate ion  into  sulfur  colloid  particles5 
about  100-200  millimicrons  in  diameter.  When 


injected  intravenously,  they  are  cleared  from 
the  blood  by  the  reticuloendothelial  cells  lining 
blood  vessels  throughout  the  body.  Because  over 
70%  of  these  are  located  in  the  liver,  where  they 
are  called  Kupfer  cells,  high  concentrations  of 
technetium  sulfur  colloid  are  achieved.  A sig- 
nificant proportion  of  the  particles  also  go  to 
the  spleen  allowing  scanning  of  this  organ,  par- 
ticularly in  the  left  lateral  and  posterior  views. 
Spleen  scans  will  usually  show  splenic  infarc- 
tion or  ruptures.  Neoplasms  of  the  liver,  both 
primary  and  metastatic,  distort  the  normal  dis- 
tribution of  the  Kupfer  cells  resulting  in  areas 
of  relatively  low  concentration.  Cirrhosis  also 
affects  the  Kupfer  cells  and  their  blood  supply. 
As  cirrhosis  develops,  more  and  more  tech- 
netium particles  are  distributed  to  the  reti- 
culoendothelial system  outside  the  liver  — eg., 
spleen  and  bone  marrow,  producing  a very 
characteristic  scan  pattern. 

A newer  use  of  technetium  is  in  kidney  scan- 
ning.6 Technetium  iron  ascorbate  complex  is 
formed,  which  localizes  in  the  tubules  of  the  kid- 
neys allowing  highly  satisfactory  delineation  of 
this  organ.  Technetium  may  be  combined  with 
albumin  and  in  this  form  has  been  used  to  scan 
the  placenta  and  cardiac  blood  pools  and  also 
in  the  aggregated  albumin  form  to  scan  the 
lungs.3  In  the  near  future  small  uniformly 
sized  albumin  microspheres,  about  20  microns 
in  diameter,  will  become  available.7  These 
microspheres  can  easily  be  tagged  with  tech- 
netium. This  probably  will  become  the  most 
widely  used  agent  for  lung  scanning  in  the  next 
few  years. 

Indium-1 13m  was  introduced  more  recently 
than  99mTc.  It  is  produced  from  a Tin-113 
(113Sn)  generator.  The  113Sn  has  a half-life  of 
118  days  and  is  absorbed  on  an  alumina  gel  or 
zirconium  resin  column.  Because  of  113Sn’s  long 
half-life,  the  generators  need  only  to  be  ordered 
every  six  months.  These  generators  are  eluted 
with  weak  hydrochloric  acid  instead  of  the  sa- 
line used  to  elute  a technetium  generator.  When 
ionic  indium  is  injected  intravenously  at  an  acid 
pH,  it  is  bound  immediately  to  transferrin.8 
Thus,  there  is  essentially  no  difference  between 
injecting  ionic  indium  and  indium  tagged  to  pro- 
tein. For  this  reason,  this  isotope  has  become 
widely  used  for  scanning  of  the  placenta  and 
heart.9  Because  it  can  be  used  in  relatively  large 
doses,  it  decreases  the  scanning  time  needed 
with  older  iodine  containing  materials;  and  at 
the  same  time,  results  in  minimal  radiation  to 
the  patient  and,  in  the  case  of  placenta  scanning, 
to  the  fetus.  Depending  on  the  fetal  location,  the 
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radiation  dose  from  a placental  scan  with  in- 
dium varies  from  0.15  to  0.31  millirads.10  This 
compares  to  a dose  of  5 millirads,  delivered  to 
the  chest  in  taking  a chest  film,  and  consider- 
ably higher  doses  to  the  fetus  from  routine  pel- 
vic roentgenographic  procedures.  In  our  hands, 
cardiac  scans  performed  with  113mln  have  been 
over  90%  accurate  in  detecting  the  presence  of 
pericardial  effusion.  The  same  degree  of  ac- 
curacy has  been  achieved  in  diagnosing  the  pres- 
ence of  placenta  praevia.  When  an  indium  solu- 
tion from  a generator  is  neutralized,  indium 
hydroxide  particles  are  formed.11  These  par- 
ticles range  from  50  to  100  millimicrons  in  dia- 
meter and  are  taken  up  by  the  reticuloendo- 
thelial system  in  the  same  fashion  that  was  des- 
cribed above  for  technetium  sulfur  particles. 
Thus  indium  hydroxide  particles  are  satisfac- 
tory for  liver  scanning.  Because  the  particles 
are  somewhat  smaller  than  those  obtained  with 
technetium  sulfide  and  perhaps  because  of  dif- 
ferences in  polarity  or  charge,  these  particles  do 
not  show  the  spleen  as  well  as  technetium  colloid. 

The  gamma  rays  emitted  in  the  process  of 
decay  of  113mln  have  an  energy  of  390  keV  (140 
keV  for  99M-Technetium).  This  higher  energy 
gives  indium  hydroxide  particles  a significant 
advantage  over  technetium  sulfur  particles  in 
scanning  bone  marrow.  It  has  been  learned  that 
the  distribution  of  reticuloendothelial  ceils  in 
bone  marrow  closely  corresponds  to  the  distri- 
bution of  the  red  or  erythropoietic  marrow. 
Fatty  or  white  marrow  contains  practically  none 
of  these  cells.  Therefore,  indium  hydroxide  par- 
ticles can  be  injected  intravenously  and  scans  of 
the  bones  can  be  used  to  delineate  the  distri- 
bution of  erythropoietic  marrow  and  document 
its  changes  in  diseases  such  as  polycythemia  and 
aplastic  anemia. 

When  an  indium  solution  is  taken  to  a pH  of 
7 to  8 in  the  presence  of  iron  or  aluminum,  large 
particles  are  formed  that  range  from  10  to  50 
microns  in  diameter.13  These  particles  are  very 
satisfactory  for  lung  scanning  but  will  probably 
be  replaced  with  technetium  microspheres  men- 
tioned above  due  to  their  greater  uniformity  of 
size  and  ease  of  production. 

In  the  future  it  is  likely  that  many  other  short 
lived  isotopes  obtained  from  generators  will  be- 
come available  allowing  the  development  of  en- 
tirely new  clinically  valuable  scanning  pro- 
cedures. 

Summary:  Two  recently  introduced  isotopes, 
99m-Technetium  and  113m-Indium,  now  account 
for  70  to  80%  of  the  scanning  procedures  carried 
out  in  our  Nuclear  Medicine  laboratory.  Their 


short  half-lives  and  lack  of  beta  ray  emission 
mean  that  relatively  large  amounts  of  radio- 
activity can  be  given  to  the  patient  allowing 
short  scanning  times  and  better  scanning  sta- 
tistics, while  markedly  reducing  the  radiation 
dose  to  the  patient.  Technetium  is  now  routinely 
used  in  brain  and  liver  scanning  at  most  hos- 
pitals throughout  the  United  States  and  is  also 
in  limited  use  for  thyroid,  kidney,  and  lung 
scanning.  Indium  is  used  routinely  for  placen- 
tal, heart,  and  bone  marrow  scanning  in  our  lab- 
oratory and  occasionally  used  in  liver  and  lung 
scanning. 
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The  Ninth  Annual  Clinical  Pathology  Work- 
shops were  held  at  the  School  of  Medicine  on 
the  campus  of  the  University  of  South  Dakota 
in  Vermillion  on  May  7 and  8,  1970. 

There  were  approximately  110  technologists, 
pathologists,  technicians,  and  laboratory  assist- 
ants in  attendance.  States  represented  were 
Iowa,  Minnesota,  Nebraska,  North  Dakota,  and 
South  Dakota. 

This  program  is  sponsored  jointly  by  the 
South  Dakota  Medical  Association,  South  Da- 
kota Society  of  Pathologists,  South  Dakota  So- 
ciety of  Medical  Technologists,  South  Dakota 
Division  of  the  American  Cancer  Society,  Board 
of  Registry  of  Medical  Technologists,  and  the 
School  of  Medicine  of  the  University  of  South 
Dakota. 
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News  Notes  • Changes  • Births  • News 


R.  A.  Buchanan,  M.D., 

Huron,  received  the  Liberty 
Bell  Award  from  the  Beadle 
County  Bar  Association  for  his 
many  years  of  service  to  the 
community,  including  his 
years  on  the  school  board  and 
his  work  with  the  scouting 
program. 

G.  Robert  Barlron,  M.D., 

Watertown,  spoke  at  the  an- 
nual dinner  meeting  of  the 
Meade-  Pennington  counties 
Mental  Health  Association 
held  in  Rapid  City.  R.  J. 
Bareis,  M.D.,  Rapid  City,  was 
master  of  ceremonies. 

R.  G.  Burnett,  M.D.,  Rapid 
City,  was  re-elected  president 
of  the  Pennington  County 
Unit  of  the  American  Cancer 
Society.  W.  A.  Geib,  M.D., 
Rapid  City,  is  a member  of  the 
board  and  Myron  Jerde,  M.D. 
also  of  Rapid  City,  is  chairman 
of  the  Committee  on  Profes- 
sional Education.  Dr.  Burnett 
and  Dr.  Arthur  Semones, 
Lead,  have  been  named  to  the 
board  of  directors  of  the  South 
Dakota  Division  of  the  Amer- 
ican Cancer  Society. 

❖ ❖ ❖ 

G.  Robert  Bartron,  M.D., 

Watertown,  has  been  ap- 
pointed as  federal  state  co- 
ordinator between  the  South 
Dakota  Senate  and  the  Coun- 
cil of  State  Governments. 


Robert  Hayes,  M.D.,  Vermil- 
lion, addressed  a dinner  meet- 
ing of  nursing  home  board 
members  and  administrators 
in  Sioux  Falls.  He  spoke  on 
“Comprehensive  Health  Plan- 
ning for  Nursing  Homes.” 

The  Yankton  Clinic  an- 
nounced that  Richard  Thorn- 
ton, M.D.  and  Kenneth  Hal- 
verson, M.D.  have  been  recog- 
nized by  national  specialty 
boards.  Dr.  Thornton  pre- 
sented a paper  on  “Problems 
of  Urinary  Control  in  Women” 
and  Dr.  Halverson  presented  a 
paper  on  “The  Surgical  Cor- 
rection of  Hernia.” 
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William  E.  Morse,  M.D., 

formerly  of  Rapid  City, 
died  in  Seal  Beach,  Cali- 
fornia. Dr.  Morse  was 
born  September  24,  1889. 
He  graduated  from  Da- 
kota Wesleyan  Univer- 
sity in  Mitchell  and  re- 
ceived his  M.D.  from 
Northwestern  University 
in  Chicago  in  1917.  Dr. 
Morse  was  past  president 
of  the  Black  Hills  District 
Medical  Society,  past 
president  of  the  Rapid 
City  Lions  Club,  and  past 
president  of  the  Black 
Hills  Area  Boy  Scouts  of 
America.  He  is  survived 
by  his  widow,  two  sons, 
and  a daughter. 


The  Yankton  High  School 
graduating  class  heard  C.  B. 
McVay,  M.D.,  an  alumnus  of 
the  school,  speak  at  com- 
mencement exercises. 

^ ^ ^ 

South  Dakota  physicians 
who  have  been  re-elected  to 
membership  in  the  American 
Academy  of  General  Practice 
include  James  Lydiatt,  M.D., 
Hot  Springs;  A.  S.  Hagan, 
M.D.,  Faulkton;  Arthur 
Semones,  M.D.,  Lead;  A.  By- 
ford Anderson,  M.D.,  Lead; 
Clifford  Binder,  M.D.,  Cham- 
berlain; and  E.  H.  Collins, 
M.D.,  Gettysburg. 
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The  role  of  the  physician  changes  from  time 
to  time  and  is  dependent  upon  many  variables. 
We  are  in  a most  unique  position,  for  although 
our  job  is  to  relieve  suffering  and  stave  off 
death,  we  can  at  best  only  temporize,  since  all  of 
our  patients  are  going  to  die  someday  of  some- 
thing. We  are  one  of  the  few  callings  who  are  in 
business  to  do  ourselves  out  of  business.  Our 
greatest  accomplishments  have  really  been  in 
the  field  of  prevention,  of  keeping  a disease,  a 
disability,  or  a dysfunction,  from  occurring  in 
the  first  place.  It  seems  odd,  then,  that  we,  the 
preventers,  the  healers,  would  do  so  little  about 
a preventable  phenomenon  which  kills  about 
60,000  men,  women,  and  children  a year,  and  in- 
jures about  4.5  million. 

What  really  is  our  responsibility  and  what 
are  we  doing  about  it?  It  would  appear  that 
our  responsibility  is  great  as  we  see  the  horrible 
results  and  know  that  practically  all  of  these 
occurrences  are  preventable.  Unfortunately,  we 
do  not  seem  to  be  doing  too  much  about  seeing 
to  it  that  they  do  not  take  place. 

Modern  Medicine  published  a series  of  arti- 
cles this  spring  about  “The  Physicians’  Role 
in  Highway  Safety”  and  the  Travelers  Insur- 
ance companies  have  just  sent  out  a booklet 
called  “Was  It  Sudden?”  They  both  point  out 
ways  we  can  help  to  reduce  the  accident  rate 
with  its  concomitant  pain  and  anguish.  They 
suggest  that  simply  to  blame  the  car.  the  driver, 
alcohol,  poor  roads,  or  any  one  single  cause  is 
far  from  a scientific  approach.  The  causes  of 
accidents  are  many  and  work  in  a “system,” 


or  chain  reaction  to  cause  a tragic  or  happy 
ending  to  a driving  experience.  There  is  a car 
in  more  or  less  good  condition,  there  is  you, 
tired,  awake,  worried  or  relaxed,  on  a road 
well-lighted  or  dark,  wet  or  dry,  and  then  add 
or  take  away  any  one  of  another  thousand  or 
more  factors,  and  you  may  have  some  leads  as 
to  the  causes  of  accidents. 

What  then  can  you  and  I do  about  apply- 
ing good  scientific  methods  to  accident  preven- 
tion? Some  of  the  suggestions  we  can  follow  to 
help  prevent  accidents  ourselves  include  al- 
ways, and  in  all  ways,  driving  defensively, 
maintaining  our  cars  in  the  best  possible  shape, 
and  insisting  on  owning  all  optional  safety  de- 
vices, including  the  proper  tires  at  the  proper 
inflation  for  your  car.  Limit  your  driving  when 
tired,  emotionally  upset  or  drinking.  Adjust 
your  driving  and  speed  to  current  conditions  of 
highway,  weather,  traffic  or  other  conditions. 
Don’t  rush,  keep  your  temper,  and  personally, 
in  your  own  community,  support  better  law 
enforcement,  highway  improvement,  driver  edu- 
cation in  the  schools  and  improved  driver  li- 
censing. Be  firm  about  your  patient’s  medical 
disability  which  should  keep  him  or  her  from 
driving  a car. 

Now  how  can  we  help  prevent  injury  in  the 
case  of  the  so-called  “second  collision,”  that  is, 
the  passenger  colliding  with  the  inside  of  the 
car?  First  and  foremost,  use  the  seat  belt  and 
shoulder  harness.  Insist  upon  buying  that  car 
and  driving  that  car  with  the  greatest  number 
of  safety  features,  such  as  padded  dash,  col- 
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lapsible  steering  wheel  and  head  supports,  and 
always  remember,  the  higher  the  speed,  the 
greater  the  severity  of  the  accident. 

There  are  misconceptions  in  the  minds  of 
some  people  which  we  must  help  put  aright. 
For  example,  some  have  suggested  that  a seat 
belt  would  prove  fatal  in  case  of  fire  or  sub- 
merging. The  facts  are  that  the  chances  of 
survival  are  greatly  increased  with  the  use  of 
the  seat  belt  as  the  passenger  has  been  pro- 
tected from  the  second  collision  and  is,  there- 
fore, much  more  likely  to  be  conscious  and 
able  to  escape.  In  every  discussion  of  safety, 
there  is  usually  one  person  who  knows  of 
someone  who  was  thrown  out  of  a car  and 
suffered  only  minimal  injuries.  For  every  one 
of  those  we  can  show  you  10  whose  lives  were 


AVAILABLE:  Well  established  General 
Practice  for  one  or  two  men.  Present  phys- 
ician is  returning  to  graduate  school.  New, 
well  equipped  clinic  located  in  a prosper- 
ous, progressive  community  of  1200,  28 
miles  from  Downtown  Minneapolis.  Four 
hospitals  in  immediate  vicinity.  Any  terms 
available.  Contact  R.  E.  Simms,  Security 
State  Bank  of  St.  Michael,  St.  Michael, 
Minnesota.  Telephone  612-673-2131. 
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saved  by  being  belted  in.  And  so  on  and  on 
with  feeble  excuses  not  to  face  the  obvious 
fact  that  you  and  your  family  can  be  killed, 
or  maimed,  in  your  own  car  today.  If  you 
carry  insurance  on  your  car  for  fear  it  might 
be  damaged,  take  out  some  safety  insurance 
with  yourself,  for  fear  you  and  yours  might  be 
damaged.  There  is  a shortage  of  doctors.  Please 
don’t  be  afraid  to  be  afraid. 

Oh,  yes,  if  you  have  wondered  why  this 
editorial  was  entitled  “Sex,”  be  honest,  now  — 
would  you  have  read  it  at  all  if  it  had  been 
called  “Automotive  Safety?” 

William  K.  Keller,  M.D. 
Chairman,  KMA  Committee 
on  Highway  Safety 


DRINKING  — A FACTOR  IN  HOME 
ACCIDENTS 

While  accidents  in  the  home  usually  are  at- 
tributed to  carelessness,  a recent  study  shows 
that  at  least  one  of  four  could  be  caused  by 
drinking.  This  new  complication  of  alcohol  — 
long  the  scourge  of  highway  safety  advocates  — 
has  been  proposed  by  Henry  Wechsler,  a psy- 
chologist at  the  Medical  Foundation  in  Boston. 
Although  the  study  does  not  establish  drinking 
as  the  primary  cause  of  home  accidents,  Dr. 
Wechsler  notes  that  “if  you  are  drinking,  you 
are  at  high  risk  for  all  types  of  accidents.” 


TRAFFIC  TOLL  UP 

The  nation’s  February  traffic  toll  was  the 
highest  ever  for  that  month.  The  National  Safety 
Council  said  4,000  persons  were  killed  in  Feb- 
ruary, six  percent  more  than  in  the  same  month 
of  1969. 


POSTGRADUATE  COURSE  IN 
LARYNGOLOGY  AND 
BRONCHOESOPHAGOLOGY 
November  9 through  20,  1970 

The  Department  of  Otolaryngology  of  the 
University  of  Illinois  at  the  Medical  Center  will 
conduct  a postgraduate  course  in  Laryngology 
and  Bronchoesophagology  from  November  9 
through  20,  1970.  This  course  is  limited  to  fif- 
teen physicians  and  will  be  under  the  direction 
of  Paul  H.  Holinger,  M.D.  It  will  be  held  largely 
at  the  Eye  and  Ear  Infirmary  of  the  University 
of  Illinois  Hospital,  1855  West  Taylor  Street, 
Chicago,  and  will  include  visits  to  a number  of 
other  Chicago  hospitals.  Instruction  will  be  pro- 
vided by  means  of  animal  demonstrations  and 
practice  in  bronchoscopy  and  esophagoscopy, 
diagnostic  and  surgical  clinics,  as  well  as  didac- 
tic lectures  and  several  motion  pictures. 

Interested  registrants  will  please  write  directly 
to  the  Department  of  Otolaryngology,  Abraham 
Lincoln  School  of  Medicine  of  the  College  of 
Medicine,  University  of  Illinois  at  the  Medical 
Center,  Postoffice  Box  6998,  Chicago,  Illinois 
60680. 
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RECORDS  OF  PATIENTS  AND  SUCCEEDING 
PHYSICIANS 

At  the  request  of  the  patient,  prefer- 
ably in  writing,  reports  should  be  immed- 
iately sent  to  the  doctor  then  in  charge  of  the 
patient.  The  diagnosis  of  the  patient’s  ailment 
is  paramount  in  arriving  at  the  proper  treat- 
ment to  be  rendered,  and  all  information  which 
aids  the  physician  should  be  furnished  so  that 
proper  treatment  or  advice  can  be  given  without 
delay.  Whether  the  contents  of  the  report  are 
to  be  given  to  the  patient  rests  with  the  decision 
of  the  doctor  who  knows  all  the  circumstances 
involved  in  the  situation. 

^ ^ 

COPY  OF  PATIENTS  RECORD  TO  ANOTHER 
PHYSICIAN 

The  interest  of  the  patient  is  paramount  in  the 
practice  of  medicine,  and  everything  that  can 
reasonably  and  lawfully  be  done  to  serve  that 
interest  must  be  done  by  all  physicians  who 
have  served  or  are  serving  the  patient.  When  a 
colleague  who  is  presently  treating  a patient  re- 
quests records  from  another  physician  who  has 
formerly  treated  the  patient,  that  former  phys- 
ician should  promptly  make  his  records  avail- 
able to  the  attending  physician. 

No  set  rule  can  be  laid  down  to  cover  the  man- 
ner in  which  the  records  are  to  be  transmitted  to 
the  attending  physician.  Under  some  conditions 
a personal  inspection  of  the  records  might  suf- 
fice; under  others  an  oral  report  of  what  is  con- 
tained in  the  records  would  be  of  help:  or  in 
other  circumstances  a summary  of  the  records 
might  be  made.  In  extreme  cases,  a physician 
might  lend  his  complete  record  to  the  attending 
physician.  The  manner  of  making  the  report  — 


Information  provided  by  the  Law  Department, 
AMA,  535  North  Dearborn  St.,  Chicago,  Illinois 
60610. 


or  the  information  contained  therein  — avail- 
able to  the  succeeding  physician  is  immaterial 
and  will  depend  on  the  circumstances  of  each 
case.  Certainly,  however,  the  attending  phys- 
ician should  not  demand  or  expect  more  in- 
formation from  the  former  physician  than  is 
necessary  to  give  the  patient  adequate  care  in 
the  present  illness. 

The  Judicial  Council  assumes,  of  course,  that 
proper  authorization  for  the  use  of  these  records 
has  been  granted  by  the  patient. 

HOSPITAL  LIABLE  IN  UREA  INJECTIONS; 

PHYSICIAN  NOT  LIABLE 

In  a suit  against  a hospital  and  a physician  by 
a patient  who  sustained  injuries  to  her  left  calf 
from  the  injection  of  urea  solutions  in  connec- 
tion with  brain  tumor  tests,  an  Illinois  trial 
court  jury  returned  a verdict  against  the  hos- 
pital and  awarded  damages  of  $21,000.  The  jury 
returned  a verdict  for  the  physician. 

The  tests  included  boring  holes  in  the  patient’s 
skull,  through  which  air  was  pumped.  The  urea 
solutions  were  injected  in  the  calf  to  offset  brain 
swelling.  Because  an  excess  amount  of  the  solu- 
tions was  injected,  the  tissues  became  necrotic 
and  sloughing  developed.  Despite  two  recon- 
structive operations,  the  patient  now  has  a 4-to- 
5-inch  hole  in  the  contour  of  her  calf. 

❖ H4  ^ 

PATIENT  MAY  SUE  BLOOD  BANK  FOR 
FURNISHING  IMPURE  BLOOD 

A New  York  trial  court  denied  a blood  bank’s 
motion  for  summary  judgment  in  a patient’s  suit 
for  injuries  allegedly  caused  by  transfusion  of 
contaminated  blood.  The  pleadings  raised  issues 
of  fact  as  to  the  blood  bank’s  negligence. 

The  patient  alleged  that  the  blood  bank  was 
negligent  in  that  it  failed  to  properly  and  ade- 
quately inspect,  examine,  and  test  the  persons 
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from  whom  the  blood  furnished  was  obtained. 
In  support  of  its  motion,  the  blood  bank  sub- 
mitted affidavits  stating  that  it  used  “All  reason- 
able precautions,”  in  the  examination  of  all 
prospective  blood  donors  and  in  the  extraction 
and  bottling  of  the  blood,  and  that  the  particular 
blood  donor  “was  given  a complete  physical 
examination.”  Those  statements  were  merely 
conclusions,  demonstrating  that  questions  of 
fact  did  exist. 

$100,000  SETTLEMENT  IN  MER/29  SUIT 

A patient  who  sustained  eye  injuries  as  the 
result  of  taking  MER/29  accepted  $100,000  in 
settlement  of  her  suit  brought  in  the  Circuit 
Court  of  Cook  County,  Illinois,  against  the 
drug’s  manufacturer.  It  was  reported  that  the 
sum  was  the  largest  received  by  a patient  in  the 
63  suits  against  the  manufacturer  filed  in  that 
court  since  1962.  Only  eight  of  the  suits  remain 
to  be  disposed  of. 


WE  HOPE  THIS  IS  NOT  NEEDED 

but  your  patient  will  find  new  freedom  from 

the  extra  comfort  and  smooth,  easy  operation  of 
this  marvelous  Everest  & Jennings  wheelchair. 
Elmen  Rent  All  offers  you  just  about  every- 
thing to  help  patients  get  well  faster.  The  first 
month’s  rent  applies  to  the  purchase  price. 
We  hope  your  patients  never  need  such  things, 
but  if  they  do,  we’re  at  your  service  24  hours  a 
day. 

Send  for  your  free  Medicare  Catalog. 

ELMEN  RENT  ALL 

RAPID  RENT  ALL 

Sioux  Falls  Rapid  City 

1701  West  12th  Street  325  West  Boulevard 

Phone  336-3670  Phone  342-7350 

Rental  Stores  in  St.  Paul,  Rochester  and  Sioux  City 


Printing  and 
Office  Supplies 
for  the 
Medical 
Profession 


MIDWEST  BEACH,  INC. 

AREA  CODE  605  TELEPHONE  336-3480 

7TH  & PHILLIPS,  SIOUX  FALLS,  S.  D.  57102 


. . . the  place  to  qo  f-or 
all 


place  lo  yo  po 
your  jP "intiny  need 
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The  89th  annual  meeting  was  a successful 
meeting  with  350  registered. 

Criticism  of  the  S.D.S.M.A.  has  been  made  by 
some  individuals.  Problems  arising  should  be 
discussed  at  district  levels,  then  to  the  Council 
and  even  to  the  house  of  delegates  if  necessary. 
The  organization  is  yours — operated  by  elected 
officers,  councilors  and  delegates. 

The  two  day  conference,  “Health  Care  in 
South  Dakota,”  with  consumers,  providers  and 
purchasers  brought  forth  much  discussion  but 


no  solutions.  It  is  quite  evident  that  restructur- 
ing of  medical  care  is  upon  us.  The  association  at 
the  last  council  meeting,  May  24,  passed  a res- 
olution that  the  Commission  on  Medical  Service 
appoint  a committee  to  study  the  feasibility  of 
changing  the  present  medical  care  system  in 
South  Dakota.  All  members  should  be  giving 
this  topic  serious  consideration. 

J.  A.  Muggly,  M.D. 

President 
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THE  MONTH  IN  WASHINGTON 


The  House  Ways  and  Means  Committee  ap- 
proved legislation  that  would  change  the  med- 
icare program  to  permit  prepaid  closed-panel 
group  practice  care  and  would  set  ceilings  on 
physicians’  fees  under  medicare  and  medicaid. 

The  committee  did  not  consider  national 
health  insurance  proposals  for  legislative  action 
this  year. 

A proposal  for  inclusion  of  chiropractic  under 
medicare  was  rejected.  However,  a compromise 
provision  would  direct  the  Health.  Education 
and  Welfare  Department  to  conduct  a “very 
limited’’  study  of  chiropractic  under  medicare, 
utilizing  the  experiences  under  medicaid.  Chiro- 
practic now  is  a medicaid  service  in  15  states, 
being  authorized  for  federal  funds  to  the  extent 
that  it  is  legal  in  the  state.  Representatives  of 
chiropractors  lobbied  intensively  with  commit- 
tee members  for  the  same  treatment  under 
medicare. 

The  committee  also  decided  against  inclusion 
of  social  security  disabled  beneficiaries  under 
medicare.  Instead,  the  proposal  was  referred  to 
the  Health  Insurance  Benefits  Advisory  Coun- 
cil for  further  study. 

The  House  was  expected  to  approve  the  com- 
mittee’s bill,  which  included  a five  per  cent  in- 
crease in  cash  social  security  benefits,  without 
change.  However,  changes  were  expected  in  the 
Senate. 

Provisions  of  the  committee  bill  of  major  im- 
portance to  physicians  included: 

— Health  Maintenance  Organization  Option: 
Individuals  eligible  for  both  Part  A and  Part  B 
medicare  coverage  would  be  able  to  choose  to 
have  their  care  provided  by  a health  mainten- 
ance organization  (a  prepaid  group  health  or 


other  capitation  plan).  The  government  would 
pay  for  such  coverage  on  a capitation  basis  not 
to  exceed  95%  of  the  cost  of  medicare  benefits 
provided  to  beneficiaries  in  the  area  not  covered 
under  the  health  maintenance  organization. 

— Experiments  and  Projects  in  Prospective 
Reimbursement  and  Incentives  for  Economy: 
The  secretary  of  HEW  would  be  required  to 
develop  experiments  and  demonstration  pro- 
jects designed  to  test  various  methods  of  mak- 
ing payment  to  providers  of  services  on  a pros- 
pective basis  under  medicare,  medicaid  and 
maternal  and  child  health.  In  addition,  the  sec- 
retary would  be  authorized  to  conduct  experi- 
ments with  methods  of  payment  or  reimburse- 
ment designed  to  increase  efficiency  and  econ- 
omy, and  with  community-wide  utilization  re- 
view mechanisms. 

— Limitation  on  Recognition  of  Physician  Fee 
Increases:  Charges  determined  to  be  reasonable 
under  the  present  criteria  in  medicare,  medicaid, 
and  maternal  and  child  health  law  would  be 
limited  by  providing:  (a)  that  for  fiscal  year  1971 
medical  charge  levels  recognized  as  prevailing 
may  not  be  increased  beyond  the  75th  percentile 
of  actual  charges  in  a locality  during  calendar 
year  1969;  (b)  that  for  fiscal  year  1972  and  there- 
after the  prevailing  charge  levels  recognized  for 
a locality  may  be  increased,  on  the  average,  only 
to  the  extent  justified  by  increases  in  the  cost  of 
production  of  medical  services,  levels  of  living 
and  the  earnings  of  other  professional,  man- 
agerial and  technical  personnel;  and  (c)  that  for 
medical  supplies,  equipment  and  services  that, 
in  the  judgment  of  the  Secretary,  generally  do 
not  vary  significantly  in  quality  from  one  sup- 
plier to  another,  charges  allowed  as  reasonable 
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may  not  exceed  the  lowest  levels  at  which  such 
supplies,  equipment  and  services  are  widely 
available  in  a locality. 

— Payments  for  Services  of  Teaching  Phys- 
icians: Medicare  and  medicaid  would  not  pay  for 
the  services  of  teaching  physicians  unless  other 
patients  who  have  insurance  or  are  able  to  pay 
are  also  charged  for  such  services  and  the  med- 
icare deductibles  and  coinsurance  amounts  are 
regularly  collected.  Medicare  attached  payment 
would  be  authorized  for  services  to  hospital  pa- 
tients by  staff  of  certain  medical  schools  that 
now  furnish  these  services  without  charge  to  the 
hospital. 

— Termination  of  Payments  to  Providers  Who 
Abuse  the  Medicare  Program:  The  secretary  of 
HEW  would  be  given  authority  to  terminate  or 
suspend  payment  for  services  rendered  by  a sup- 
plier of  health  and  medical  services  found  to  be 
guilty  of  program  abuses.  Program  review  teams 
would  be  established  to  furnish  the  secretary 
professional  advice  in  carrying  out  this 
authority. 

—Repeal  of  Medicaid  Provision  Requiring 
Expanded  Programs:  The  requirement  in  pres- 
ent law  that  States  have  comprehensive  medi- 
caid programs  by  1977  would  be  repealed 

— Prohibition  of  Reassignments:  Medicare  and 
medicaid  payments  to  anyone  other  than  a pa- 
tient or  his  physician  would  be  prohibited,  un- 
less the  physician  is  required  as  a condition  of 
his  employment  to  turn  over  his  fees  to  his  em- 
ployer or  unless  there  is  a contractual  arrange- 
ment between  the  physician  and  the  facility  in 
which  the  services  were  provided  under  which 
the  facility  bills  for  all  such  services. 

— Utilization  Review  in  Medicaid:  Require 
hospitals  and  skilled  nursing  homes  partici- 
pating in  the  medicaid  and  maternal  and  child 
health  programs  to  have  the  same  utilization 
review  committee  with  the  same  functions  as  in 
the  medicare  program. 

— Role  of  State  Health  Agencies  in  Medicaid: 
State  health  agencies  would  be  required  to  per- 
form certain  functions  under  the  medicaid  and 
maternal  and  child  health  programs  relating 
to  the  quality  of  the  health  care  furnished  to 
recipients. 

— Physical  Therapy  Services  Under  Medicare: 
Under  medicare’s  supplementary  medical  in- 
surance program,  beneficiaries  would  be  covered 
for  up  to  $100  per  calendar  year  of  physical 
therapy  services  furnished  by  a licensed  phys- 
ical therapist  in  his  office  or  the  patient’s  home 
under  a physician’s  prescription.  Hospitals  and 


extended  care  facilities  could  continue  to  pro- 
vide covered  physical  therapy  services  to  pa- 
tients who  have  exhausted  their  days  of  hos- 
pital insurance  coverage. 

— Chiropractors’  Services:  HEW  would  con- 
duct a study  on  covering  chiropractors’  fees  (on 
a very  limited  basis)  under  medicare,  utilizing 
the  experimental  authority  under  the  medicaid 
program.  A report  on  the  study,  including  the 
experience  of  other  programs  paying  for  chiro- 
practors’ services  would  be  submitted  to  the 
Congress  within  2 years. 

The  American  Medical  Association  expressed 
opposition  to  a proposed  oral  contraceptive 
package  insert  addressed  to  users. 

The  Food  and  Drug  Administration  first  pro- 
posed a package  insert  of  about  700  words  deal- 
ing with  possible  side-effects  and  potential 
dangers  of  taking  birth  control  pills.  When  this 
raised  widespread  opposition,  the  FDA  dras- 
tically revised  the  original  draft,  cutting  it  down 
to  about  100  words.  Main  objections  to  the  first 
draft  were  that  it  was  too  long  and  detailed  to 
be  addressed  to  a patient  and  that  it  raised  a 
serious  question  about  the  relationship  between 
doctor  and  patient. 

After  the  FDA  invited  comments  on  the  re- 
vised draft  from  interested  parties,  Dr.  Ernest 
B.  Howard,  executive  vice  president  of  the 
AMA,  responded  that  the  AMA  opposes  any  oral 
contraceptive  package  insert.  He  said  that,  “in 
the  best  interests  of  the  patient  and  the  practice 
of  quality  medicine,”  there  should  be  no  pack- 
age insert  addressed  to  users. 

“.  . . The  requirement  that  information  on  the 
side-effects  of  a prescription  drug  be  supplied 
directly  to  the  patient  is  a dangerous  departure 
from  present  practice,”  he  said  in  a letter  to  the 
Health,  Education  and  Welfare  Department,  of 
which  FDA  is  a part.  “It  intrudes  upon  the 
patient-physician  relationship  and  compromises 
individual  medical  evaluation.  The  proposed 
statement  would  lead  to  confusion  and  alarm 
among  many  patients  and  could  result  in  harm 
to  some. 

“For  these  reasons,  the  American  Medical 
Association  is  opposed  to  a package  insert  direc- 
ted to  patients  for  any  prescription  drug. 

“The  oral  contraceptive  is  a prescription  drug. 
It  is  the  responsibility  of  the  physician  to  in- 
form his  patients  of  the  potential  hazards  of 
drugs  he  prescribes.  In  counseling  on  family 
planning,  the  physician  has  a further  respon- 
sibility. He  should  provide  information  that  will 
enable  the  patient  to  make  an  intelligent  de- 
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cision  regarding  the  use  of  oral  and  other  con- 
traceptive methods.” 

The  proposed  statement,  in  its  simplistic  ap- 
proach to  a complex  situation,  would  confuse 
the  patient  who  has  already  been  informed  of 
possible  side-effects  by  her  physician  and  who 
has  received  her  physician’s  recommendation  as 
to  a desirable  method  of  contraception  for  her 

A stated  purpose  of  the  insert  is  to  ‘reinforce 
the  efforts  of  the  physician  to  inform  the  patient 
in  a balanced  fashion  of  the  risks.’  The  physician 
has  a duty  to  weigh  the  benefits  against  the  pos- 
sible risk  in  prescribing  any  drug  for  a patient, 
and  the  physician’s  advice  to  the  patient  in  con- 
nection with  the  drug  prescribed  must  be  in- 
dividualized for  each  patient.  The  balanced 
fashion  theory  cannot  be  a part  of  good  thera- 
peutic practice,  which  requires  an  individual 
judgment  for  each  patient.  Standardized  in- 
formation could  harm  some  patients  by  limiting 
the  value  of  the  specific  information  given  to 
them  by  their  physicians. 

“A  package  insert  is  an  inappropriate  and  in- 
effective means  of  providing  a patient  with  in- 
formation regarding  any  prescription  drug.  The 
best  way  to  inform  patients  effectively  is 
through  the  physician.  The  best  way  to  rein- 
force the  physician’s  efforts  to  inform  the  pa- 
tient is  to  provide  him  with  unbiased,  authorita- 
tive and  up-to-date  information.  Our  Council  on 
Drugs  has  used  the  Journal  of  the  American 
Medical  Association  for  this  purpose.  Further, 
in  a forthcoming  book  titled  AMA  Drug  Evalua- 
tions, we  will  supply  the  physician  with  compre- 
hensive information  on  oral  contraceptives  as 
well  as  on  other  drugs.  We  would  be  pleased  to 
join  with  the  Food  and  Drug  Administration 
and  other  concerned  medical  and  scientific  or- 
ganizations in  the  preparation  of  any  additional 
information,  and  to  provide  a means  of  placing 
it  in  the  hands  of  all  physicians  . . .” 

The  American  Medical  Association  supported 
two  Senate  bills  (S.  3297  and  S.  3652)  that  would 
require  labeling  of  prescription  drug  containers 
except  where  the  prescribing  physician  in- 
dicated otherwise. 

“We  would  emphasize  very  strongly,  how- 
ever," Dr.  John  J.  Curry,  a member  of  the  AMA 
Council  on  Drugs,  testified  at  a Senate  Health 
Subcommittee  hearing,  “.  . . that  both  bills 
fall  short  of  the  recommendation  of  the  Amer- 
ican Medical  Association.  In  urging  your  sup- 
poit  of  labeling  legislation,  we  strongly  recom- 
mend that  the  legislative  requirement  provide 
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that  the  label  contain  the  established  name  o 
trade  name  of  the  drug  as  written  by  the  phyE 
ician,  or  in  the  case  of  a combination  drug,  th 
established  name  of  the  active  ingredients  of  th 
drug  or  its  trade  name  as  written  by  the  phys 
ician.  and  the  quantity  and  strength  of  the  drus 
Provision  should  of  course  be  made  that  th, 
label  would  not  contain  any  or  all  of  the  fore 
going  information  where  the  physician  so  in 
dicates.” 

The  AMA  also  supported  S.  3096  and  anothei 
provision  of  S.  3297  that  would  require  a codim 
identification  on  each  tablet,  capsule  or  othei 
final  form  of  a medication. 

The  AMA  did  not  take  a position  on  a fourtl 
bill  (S.  3651)  that  would  require  inspection  o 
drue  manufacturing  firms  every  six  months,  in- 
stead of  the  present  two  years.  Dr.  Curry  saic 
that  he  was  concerned  that  medications  he  pre- 
scribed are  of  maximum  purity  and  manufac- 
tured under  proper  controls,”  but  that  he  was 
not  qualified  to  speak  on  the  length  of  time  be- 
tween inspections. 


BLUE  SHIELD  FACES  A NEW  DECADE 

Blue  Shield  has  never  had  so  many  oppor- 
tunities as  it  now  has  in  the  Seventies,  accord- 
ing to  the  immediate  past  chairman  of  the  Na- 
tional Association  of  Blue  Shield  Plans.  In 
making  his  final  report  at  Blue  Shield’s  1970 
business  meeting,  Dr.  Carl  R.  Ackerman  said 
that  by  exerting  its  leadership  influence  in  such 
innovations  as  UCR,  Blue  Shield  demonstrates 
its  ability  to  effect  necessary  changes  to  better 
serve  its  subscribers.  “We  must  continually1 
maintain  an  open-minded  attitude  toward  new 
ideas  in  order  to  accommodate  both  the  private 
and  public  sectors’  needs  and  demands,”  he  said. 


LIFELONG  STUDY  FOR  THE  DENTIST 

More  than  40,000  dentists  annually  are  taking 
continuing  education  courses,  according  to  the 
American  Dental  Association.  Judging  from  the 
number  of  continuing  education  courses  offered 
and  the  number  of  dentists  who  take  them, 
dental  educators  have  been  successful  in  con- 
vincing dentists  of  the  value  and  necessity  of 
continuing  education.  An  editorial  in  the  May 
ADA  Journal  said  the  largest  enrollment  in  con- 
tinuing education  “signifies  that  the  dental  edu- 
cation system  for  a long  time  has  successfully 
taught  the  dentist  the  concept  that  lifelong 
study  is  the  mark  of  a professional.” 
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MAN  AND  MONKEY 


Man  probably  descended  from  a primate  that 
used  its  limbs  for  grasping  and  hanging  in  much 
the  same  way  the  South  American  howling 
monkey  does  now,  according  to  an  anatomy  in- 
structor in  The  Pritzker  School  of  Medicine  at 
The  University  of  Chicago.  Dr.  Jack  T.  Stern, 
Jr.,  said,  “Man  probably  evolved  from  a species 
that  was  physically  ready  to  walk  on  the  ground. 
The  hip  musculature  of  evolving  man  would 
have  required  the  least  reorganization  had  he 
descended  from  a primate  employing  its  hind 
limbs  for  slow  climbing  and  suspension  as  does 
the  howler.” 


U.  S.  BIRTHS  INCREASED  2% 

Births  in  the  United  States  rose  two  percent 
in  1969  in  a reversal  of  the  downward  trend  that 
began  in  the  early  60’s,  according  to  provisional 
estimates  by  the  National  Center  for  Health 
Statistics.  Births  totaled  3,571,000.  Marriages 
continued  a 10-year  climb,  reaching  2.146,000 
last  year,  four  percent  more  than  in  1968.  The 
birth  rate  rose  to  17.7  births  per  1,000  population 
in  the  first  annual  increase  since  1956-57. 


LIVING  COSTS  CONTINUE  TO  CLIMB 

American  consumers  are  paying  6.1  percent 
more  than  they  did  a year  ago,  according  to  the 
Bureau  of  Labor  Statistics.  The  cost  of  living 
index  registered  a 0.5  percent  increase  for  the 
month  of  March.  Outlays  for  mortgage  interest 
payments,  medical  care,  and  other  services  rose 
sharply.  The  Labor  Department  also  reported 
food  prices  rose  0.1  percent. 


CARE  BY  PROXY 

The  physician  will  always  be  the  ultimate  pro- 
vider of  medical  care,  but  if  the  present  short- 
age of  practicing  general  practitioners  continues, 
he  may  be  a “provider  by  proxy.”  Dr.  Thomas 
C.  Points  told  the  AMA’s  23rd  National  Con- 
ference on  Rural  Health,  “Until  our  medical 
education  institutions  start  putting  out  prac- 
ticing physicians,  and  more  especially  less  ‘super’ 
specialists,  so  that  the  consumer  can  have  access 
to  a primary  physician,  he  may  have  to  utilize 
less-than-physicians.”  Dr.  Points  is  a member 
of  AMA’s  Council  on  Health  Manpower. 


THE  AMERICAN  CANCER  SOCIETY 

SOUTH  DAKOTA  DIVISION,  INC. 

PRESENTS 

“cancer 
chemotherapy 
(solid  tumors)” 


A Professional  Educational  Film 

This  film  is  one  of  a new  series  produced  by 
the  A.C.S.  on  the  diagnosis  and  treatment  of 
cancer.  Plan  now  to  use  this  short,  authoritative 
film  in  one  of  your  upcoming  meetings. 

A.C.S.  professional  educational  films  are  avail- 
able for  professional  audiences  on  a loan  basis 
and  without  charge. 

To  obtain  for  viewing:  Call  or  write 

AMERICAN  CANCER  SOCIETY 

700  S.  4th  Ave. 

SIOUX  FALLS,  S.  DAK. 

57104 

Tele.  338-3951 
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ANNOUNCEMENT 


SOCIETY  FOR  CRYOSURGERY  meeting 
will  be  held  March  1-5,  1971  at  the  Diplomat 
Hotel  and  Country  Club  in  Hollywood,  Florida. 
All  physicians  interested  in  cryosurgical  pro- 
cedures and  techniques  are  invited  to  attend. 

Cryosurgery  in  the  following  specialties  will 
be  discussed:  general  surgery,  dermatology, 
gynecology,  neurology,  ophthalmology,  oto- 
laryngology, and  urology. 

For  further  information,  write:  Secretary, 
SOCIETY  FOR  CRYOSURGERY,  30  N.  Mich- 
igan Ave.,  Chicago,  111.  60602. 
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can 


calcium  glycerophosphate,  calcium  lactate 


To  bring  effective  calcium  therapy  to  the 
patient,  Calphosan  may  be  administered  intra- 
muscularly . . . without  pain,  inflammatory  reactions, 
induration  or  sloughing.  Injections  twice  weekly 
for  a series  of  5 to  10  injections  are  recommended 

Average  dose  per  injection:  One  or  two  10  ml. 
injections  of  Calphosan  each  week  for  the 
first  four  or  five  weeks,  and  on  a when-needed 
basis  thereafter. 

Calphosan  is  a specially  processed  solution  of 
calcium  glycerophosphate  and  calcium  lactate, 
containing  1%  of  each,  in  a physiological  solution  of 
sodium  chloride.  Each  10  ml.  contains  50  mg.  of 
calcium  glycerophosphate,  50  mg.  calcium  lactate, 
with  0.25%  phenol  as  preservative.  Available  in 
10  ml.  ampules  in  boxes  of  10s  and  100s; 

60  ml.  multiple-dose  vials.  Also  available  as 
Calphosan  with  B-12.  U.  S.  Patent  No.  2657172 

Contraindication:  Hypercalcemia;  neoplastic 
diseases;  and  fully  digitalized  patients.  Do  not  use 
intramuscularly  in  infants  and  young  children. 
Before  starting  therapy,  consult  complete 
product  literature. 

Write  for  free  copy  of  "Calcium:  The  Ubiquitous 
and  Essential  Element”  and  for  samples. 
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TheTobacco  Institute  believes 
the  American  public  is  entitled  to 
complete, authenticated  information  about 
cigarette  smoking  and  health. 


The  American  Cancer  Society  does  not  seem  to  agree. 


Is  the  public  entitled  to  com- 
plete, authenticated  information 
about  research  on  cigarette  smoking 
and  health?  The  Tobacco  Institute 
thinks  it  is;  the  American  Cancer 
Society  apparently  thinks  it  is  not. 

The  Tobacco  Institute  has  re- 
cently challenged  the  Cancer  Soci- 
ety on  a matter  of  importance  to  the 
public— and  the  public  health.  The 
Cancer  Society  has  not  accepted  this 
challenge. 

On  February  5,  the  Cancer  Soci- 
ety called  a press  conference  in  the 
Waldorf-Astoria  Hotel  in  New  York 
City  to  discuss  a research  project 
titled,  “The  Effects  of  Cigarette 
Smoking  Upon  Dogs.”  Through  the 
efforts  of  the  Cancer  Society,  the 
public  was  led  to  believe  that  this 
experiment  is  a landmark  achieve- 
ment which,  for  the  first  time,  dem- 
onstrates that  lung  cancer,  resem- 
bling lung  cancer  in  humans,  can  be 
produced  in  animals  with  cigarette 
smoke. 

The  Cancer  Society  claimed  that 
this  result  refutes  the  contention  of 
the  tobacco  industry  that  there  is  no 
laboratory  proof  of  a connection 
between  cigarette  smoking  and  lung 
cancer.  The  Society  also  said  that 
the  findings  should  have  an  impact 
on  cigarettte  smoking  and  should  re- 
sult in  a reassessment  of  the  adver- 


tising claims  and  policies  of  the  to- 
bacco industry. 

The  Tobacco  Institute  does  not 
—and  the  public  should  not— accept 
these  claims  at  face  value.  Here  are 
the  reasons: 

1 . The  present  accounts  of  this 
study  are  based  solely  upon  infor- 
mation and  interpretations  provided 
to  the  press.  The  study  has  not  been 
published  in  any  scientific  journal. 
The  findings  were  not  subjected,  as 
such  findings  normally  are,  to  rigor- 
ous independent  scientific  review. 

2.  This  history  of  tobacco  and 
health  research  contains  many  ex- 
amples of  experiments  which  were 
initially  hailed  as  scientific  break- 
throughs, but  on  later  evaluation 
proved  to  be  of  little  significance. 
Unfortunately,  the  initial  and  pre- 
mature announcement  of  these  ex- 
periments makes  news,  but  the  later 
criticism  of  the  work  rarely  comes 
to  public  attention. 

3.  The  Tobacco  Institute  has 
requested  the  Cancer  Society,  in 
writing,  to  permit  a thorough  inde- 
pendent evaluation  of  the  experi- 
ment and  its  results.  We  said  we 
would  propose  as  reviewers  men  of 
outstanding  competence  and  integ- 
rity, with  wide  experience  in  areas 
relevant  to  the  data,  who,  we  be- 
lieved, would  be  thoroughly  accept- 


able to  the  Society.  We  also  stated 
that  if  the  Society  should,  for  good 
reason,  reject  any  scientist  we  pro- 
pose, we  would  nominate  a substi- 
tute. Finally,  we  offered  to  bear  all 
costs  needed  for  this  independent 
analysis. 

The  Cancer  Society  has  twice  re- 
jected this  proposal— in  letters  dated 
March  12  and  April  17. 

We  continue  to  hope  that  the 
American  Cancer  Society  will  per- 
mit the  examination  of  this  work  in 
the  manner  we  have  proposed.  If 
the  study  is  as  important  as  the  Can- 
cer Society  has  represented  it  to  be, 
the  Society  should  have  no  hesita- 
tion in  submitting  if  for  review. 

The  tobacco  industry  recognizes 
and  accepts  a responsibility  to  pro- 
mote the  progress  of  independent 
scientific  research  in  the  field  of  to- 
bacco and  health.  In  discharging 
that  responsibility,  we  believe  that 
the  industry  has  spent,  and  conti- 
nues to  spend,  more  money  for  such 
research  than  any  organization  in 
the  United  States. 

If  the  Cancer  Society  continues 
to  deny  access  to  this  recent  work, 
we  believe  this  will  serve  as  convinc- 
ing evidence  to  the  public,  lay  and 
scientific,  that  the  data  will  not  sup- 
port the  allegations  made  at  the  So- 
ciety's Waldorf-Astoria  conference. 


He  u ill  be  pleased  to  send  the  complete  text  of  all  correspondence  on  this  matter  between 
the  C ancer  Society  and  The  T obacco  Institute  to  any  interested  individual  or  group. 

TheTobacco  Institute 

1776  K Street,  N.W.,  Washington,  D.C.  20006 


Transactions  of  the 

South  Dakota  State  Medical  Association 
Eighty-Ninth  Annual  Session 
May  22,  23,  24,  1970 


1970-1971  OFFICERS 
President 

J.  A.  Muggly,  M.D.  Madison 

President-Elect 

G.  R.  Bartron,  M.D.  Watertown 

Vice-President 

W.  R.  Taylor,  M.D.  Aberdeen 

Secretary-Treasurer  (1973) 

A.  P.  Reding,  M.D.  Marion 

AMA  Delegate  (1972) 

R.  H.  Quinn,  M.D. Sioux  Falls 

Alternate  AMA  Delegate  (1972) 

J.  J.  Stransky,  M.D.  Watertown 

Chairman  of  the  Council 

H.  R.  Lewis,  M.D.  ...  Mitchell 

Speaker  of  the  House 

J.  T.  Elston,  M.D.  Rapid  City 

Councilor  at  Large 

R.  H.  Quinn,  M.D.  Sioux  Falls 

COUNCILORS 

First  District  (Aberdeen) 

(1971) 

Second  District  (Watertown) 

Gerald  E.  Tracy,  M.D.  (1971)  Watertown 

Third  District  (Brookings-Madison) 

Bruce  Lushbough,  M.D.  (1972)  Brookings 

Fourth  District  (Pierre) 

C.  L.  Swanson,  M.D.  (1971)  Pierre 

Fifth  District  (Huron) 

Fred  Leigh,  M.D.  (1972)  ..  ...Huron 

Sixth  District  (Mitchell) 

Harvard  Lewis,  M.D.  (1972)  _.  Mitchell 

Seventh  District  (Sioux  Falls) 

E.  T.  Lietzke,  M.D.  (1972)  . Beresford 

Eighth  District  (Yankton) 

Clark  Johnson,  M.D.  (1971)  Yankton 


Ninth  District  (Black  Hills) 

E.  T.  Ruud,  M.D.  (1973)  Rapid  City 

Tenth  District  (Rosebud) 

M.  R.  Cosand,  M.D.  (1973)  Winner 

Eleventh  District  (Northwest) 

J.  E.  Ryan,  M.D.  (1973)  Mobridge 

Twelfth  District  (Whetstone) 

E.  A.  Johnson,  M.D.  (1973)  Milbank 


1970-1971  COMMISSIONS 
COMMISSION  ON  LEGISLATION  AND 
GOVERNMENTAL  RELATIONS 

J.  B.  Gregg,  M.D.,  Chairman  (1973)  Sioux  Falls 

R.  G.  Gere,  M.D.  (1973)  Mitchell 

Thomas  Bunker,  M.D.  (1973)  Aberdeen 

C.  E.  Tesar,  M.D.  (1973)  Rapid  City 

H.  L.  Frost,  M.D.  (1972)  Rapid  City 

R.  W.  Honke,  M.D.  (1972)  Wagner 

J.  E.  Ryan,  M.D.  (1972)  Mobridge 

Bill  Church,  M.D.  (1971)  Sioux  Falls 

R.  J.  Foley,  M.D.  (1972)  Tyndall 

G.  R.  Bartron,  M.D.  (1971)  Watertown 
Robert  Hayes,  M.D.  (1971)  Vermillion 
Howard  Wold,  M.D.  (1971)  Madison 
COMMISSION  ON  INTERNAL  AFFAIRS 

B.  J.  Begley,  M.D.,  Chairman  (1972)  Sioux  Falls 
E.  A.  Pasek,  M.D.  (1973)  Sioux  Falls 

C.  R.  Stoltz,  M.D.  (1973)  Watertown 
Alfred  Shousha,  M.D.  (1973)  Britton 
R.  R.  Giebink,  M.D.  (1973)  Sioux  Falls 
B.  T.  Lenz,  M.D.  (1972)  Huron 

James  Shaeffer,  M.D.  (1972)  Sioux  Falls 
E.  A.  Rudolph,  M.D.  (1972)  Aberdeen 
Saul  Friefeld,  M.D.  (1971)  Brookings 
Bruce  Allen,  M.D.  (1971)  Rapid  City 
Charles  S.  Roberts,  M.D.  (1971)  Brookings 
David  Seaman,  M.D.  (1971)  Aberdeen 
COMMISSION  ON  COMMUNICATIONS  AND 
LIAISON  WITH  ALLIED  ORGANIZATIONS 
John  F.  Barlow,  M.D.,  Chairman  (1973)  Sioux  Falls 
R.  E.  Van  Demark,  M.D.  (1973)  Sioux  Falls 
A.  J.  Tieszen,  M.D.  (1973)  Pierre 
Eldon  Bell,  M.D.  (1973)  Webster 
R.  G.  Belatti,  M.D.  (1972)  Madison 

D.  L.  Scheller,  M.D.  (1972)  Arlington 

H.  H.  Theissen,  M.D.  (1972)  Rapid  City 
Romans  Auskaps,  M.D.  (1972)  Watertown 
Mary  Sanders,  M.D.  (1971)  Redfield 
Loren  Amundson,  M.D.  (1971)  Sioux  Falls 
W.  O.  Hanson.  M.D.  (1971)  Huron 

J.  L.  Vose,  M.D.  (1971)  Mitchell 


AUGUST  1970 
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COMMISSION  ON  MEDICAL  SERVICE 

Gerald  Tuohy,  M.D.,  Chairman  (1972)  Sioux  Falls 

G.  E.  Tracy,  M.D.  (1973)  Watertown 

B.  C.  Gerber,  M.D.  (1973)  Aberdeen 

M.  G.  Mutch,  M.D.  (1973)  Sioux  Falls 
W.  B.  Odland,  M.D.  (1973)  Aberdeen 
Warren  Jones,  M.D.  (1972)  Sioux  Falls 
T.  H.  Sattler,  M.D.  (1972)  Yankton 
George  Wood,  M.D.  (1972)  Rapid  City 

E.  T.  Ruud,  M.D.  (1971)  Rapid  City 
R.  F.  Hubner,  M.D.  (1971)  Yankton 
J.  O.  Mabee,  M.D.  (1971)  Mitchell 

F.  R.  Williams,  M.D.  (1971)  Rapid  City 
COMMISSION  ON  SCIENTIFIC  MEDICINE 
James  C.  Larson,  M.D.,  Chairman  (1973)  Watertown 

H.  Phil  Gross,  M.D.  (1973)  Sioux  Falls 
Gordon  S.  Paulson,  M.D.  (1973)  Rapid  City 

C.  C.  Lardinois,  Sr.,  M.D.  (1973)  Huron 
E.  H.  Heinrichs,  M.D.  (1972)  Watertown 

N.  B.  Saoi,  M.D.  (1972)  Yankton 

R.  B.  Leander,  M.D.  (1972)  Sioux  Falls 
R.  J.  Zakahi,  M.D.  (1972)  Pierre 
John  Tidd,  M.D.  (1971)  Yankton 
Noel  deDianous,  M.D.  (1971)  Aberdeen 
Karl  Wegner,  M.D.  (1971)  Sioux  Falls 
Jose  Michieli,  M.D.  (1971)  Watertown 
EXECUTIVE  COMMITTEE 
J.  A.  Muggly,  M.D.,  Chairman,  Madison 

G.  Robert  Bartron,  M.D.,  Watertown 
W.  R.  Taylor,  M.D.,  Aberdeen 

A.  P.  Reding,  M.D.,  Marion 

J.  T.  Elston,  M.D.,  Rapid  City 

Harvard  Lewis,  M.D.,  Mitchell 

GRIEVANCE  COMMITTEE 

J.  J.  Stransky,  M.D.  (1973)  Watertown 

J.  P.  Steele,  M.D.  (1972)  Yankton 

Paul  Hohm,  M.D.  (1971)  Huron 

J.  T.  Elston,  M.D.  (1974)  Rapid  City 

R.  H.  Quinn,  M.D.  (1975)  Sioux  Falls 

UTILIZATION  AND  INSURANCE  REVIEW 

COMMITTEE 

C.  B.  McVay,  M.D.,  Chairman,  Yankton 
Harvard  Lewis,  M.D.,  Mitchell 
Roscoe  E.  Dean,  M.D.,  Wessington  Springs 
E.  S.  Palmerton,  M.D.,  Rapid  City 

H.  Russell  Brown,  M.D.,  Watertown 
W.  O.  Rossing,  M.D.,  Sioux  Falls 


REPORT  OF  THE 

BUDGET  AND  AUDIT  COMMITTEE 

The  meeting  was  called  to  order  by  Dr.  B.  J. 
Begley,  Chairman  of  the  Commission  on  Internal 
Affairs.  Present  were  Drs.  Begley,  J.  H.  Shaeffer,  and 
A.  P.  Reding. 

The  Committee  reviewed  the  breakdown  of  ex- 
penses in  the  following  accounts  - — Public  Relations, 
Staff  Travel,  Physician  Travel  and  Legislative.  Dr. 
Reding  moved  that  the  report  be  accepted  as  pre- 
pared. The  motion  was  seconded  by  Dr.  Shaeffer  and 
carried. 

The  Committee  requested  that  a similar  record  be 
maintained  of  expenditures  in  these  accounts  for  the 
coming  year. 

The  Committee  reviewed  the  CPA  audit  prepared 
by  Broeker  Hendrickson  & Company.  Dr.  Shaeffer 
moved  that  the  audit  be  accepted.  The  motion  was 
seconded  by  Dr.  Reding  and  carried. 

The  meeting  adjourned  at  9:45  A.M. 


FIRST  COUNCIL  MEETING 
Sioux  Falls,  South  Dakota 
Thursday,  May  21,  1970 

The  meeting  was  called  to  order  by  W.  R.  Taylor, 
M.D.,  Chairman  of  the  Council.  Those  present  for 
roll  call  were  Doctors  R.  H.  Quinn,  J.  A.  Muggly, 
G.  Robert  Bartron,  A.  P.  Reding,  Clark  Johnson, 
John  T.  Elston,  W.  R.  Taylor,  G.  E.  Tracy,  Bruce 
Lushbough,  C.  L.  Swanson,  Fred  Leigh,  Harvard 
Lewis,  E.  T.  Lietzke,  E.  T.  Ruud,  M.  R.  Cosand,  J.  B. 


Gregg,  R.  E.  Van  Demark  and  Edward  Kaufman, 
student  representative. 

Dr.  Cosand  moved  to  dispense  with  the  reading  of 
the  minutes  of  the  April  Council  meeting  inasmuch 
as  they  will  be  published.  The  motion  was  seconded 
by  Dr.  Johnson  and  carried. 

Dr.  Van  Demark  reported  no  new  business  for  the 
Commission  on  Communications.  Dr.  Swanson  moved 
that  the  Council  accept  the  report  of  the  Commission 
on  Communications.  The  motion  was  seconded  by 
Dr.  Elston  and  carried. 

Dr.  Tracy  reported  no  new  business  for  the  Com- 
mission on  Medical  Service.  Dr.  Lushbough  moved 
that  the  Council  accept  the  report  of  the  Commission 
on  Medical  Service.  The  motion  was  seconded  by  Dr. 
Leigh  and  carried. 

Dr.  Gregg  reported  no  new  business  for  the  Com- 
mission on  Legislation  and  Governmental  Relations. 
Dr.  Elston  moved  that  the  Council  accept  the  report 
of  the  Commission  on  Legislation  and  Governmental 
Relations.  The  motion  was  seconded  by  Dr.  Muggly 
and  carried. 

Dr.  Lushbough  reported  no  new  business  for  the 
Commission  on  Scientific  Medicine.  Dr.  Lewis  moved 
to  accept  the  report  of  the  Commission  on  Scientific 
Medicine.  The  motion  was  seconded  by  Dr.  Cosand 
and  carried. 

Mr.  Erickson  reviewed  a letter  from  the  Joint 
Commission  on  Accreditation  of  Hospitals  concerning 
the  survey  charges  for  hospitals  for  the  Council’s 
information. 

Joint  Commission  on 
Accreditation  of  Hospitals 

645  N.  Michigan  Ave. 

Chicago,  Illinois  60611 

April  27,  1970 

Mr.  Richard  C.  Erickson 
Executive  Secretary 

South  Dakota  State  Medical  Association 
711  North  Lake  Avenue 
Sioux  Falls,  South  Dakota  57104 
Dear  Mr.  Erickson: 

Your  letter  to  Dr.  Porterfield,  dated  April  24,  1970, 
has  been  referred  to  me  since  he  will  be  away  for 
several  days. 

I am  enclosing  a copy  of  our  Bulletin  No.  54  dated 
in  December,  1969.  At  the  top  of  Page  3,  the  cost  per 
survey  day  for  the  physician  surveyor  and  each  ad- 
ditional team  member  was  announced.  The  specific 
charge  for  a team  survey  depends  on  the  size  of  the 
hospital  and  I’ll  cite  two  examples: 

1.  John  Doe  Hospital  (350  beds)  4 man-days 

— one  physician  2 days  @ $240/day  $480.00 

— one  administrator  2 days  @ $150/day  300.00 


Total  $780.00 

2.  Grass  Land  Veterans  Hospital  (1600  beds) 

9 man-days 

— one  physician  3 days  @ $240/day  $ 720.00 

— one  administrator  3 days  @ $150/day  450.00 

— one  nurse  3 days  @ $150/day  450.00 


Total  $1,620.00 

The  smallest  amount  for  a team  survey  would  be  a 
fee  of  $390.00  for  a two  man-day  visit  and  the  largest 
fee  would  be  $1,620.00  for  a 9 man-day  visit.  This 
fee  is  based  on  all  costs  of  the  surveyor(s)  plus  central 
office  costs  for  processing  survey  documents. 

It  is  hoped  that  this  information  is  satisfactory, 
but  if  there  are  other  questions,  please  drop  us  a line. 
Sincerely, 

Robert  C.  Frase 
Assistant  Director 
for  Administration 

Mr.  Erickson  briefly  reported  on  the  addition  to  the 
Association’s  building  and  stated  that  the  addition 
should  be  completed  in  September,  1970. 

The  Councilors  were  requested  to  suggest  names  of 
interested  persons  for  appointment  to  the  SoDaPAC 
Board  of  Directors.  Dr.  Tracy  moved  that  the  Council 
accept  the  following  slate  for  appointment  to  the 
SoDaPAC  Board  of  Directors:  W.  R.  Taylor,  M.D.; 
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T.  J.  Wrage,  Jr.,  M.D.;  D.  L.  Scheller,  M.D.;  Barbara 
Spears,  M.D.;  B.  T.  Lenz,  M.D.;  James  Vose,  M.D.; 
R.  B.  Leander,  M.D.;  Lawrence  Savage,  M.D.;  John  T. 
Elston,  M.D.;  Marion  Cosand,  M.D.;  C.  A.  Johnson, 
M.D.:  Eldon  Bell,  M.D.;  Mrs.  James  Hovland,  secre- 
tary; Bill  Church,  M.D.,  member  at  large;  and  George 
Angelos,  M.D.,  member  at  large.  The  motion  was 
seconded  by  Dr.  Swanson  and  carried. 

Dr.  Taylor  presented  a request  from  SoDaPAC  for 
a donation  to  the  SoDaPAC  Educational  Fund.  Dr. 
Leigh  moved  that  the  Association  donate  $500  to  the 
SoDaPAC  Educational  Fund.  The  motion  was  sec- 
onded by  Dr.  Cosand  and  carried. 

The  Council  was  requested  to  appoint  a member 
to  the  Board  of  Directors  of  the  South  Dakota  Health 
Research  Corporation  to  replace  Dr.  J.  B.  Gregg 
whose  term  expires.  Dr.  Johnson  moved  that  the 
Council  reappoint  Dr.  Gregg  to  the  Board  of  Direc- 
tors of  the  South  Dakota  Health  Research  Corporation 
and  that  as  treasurer  of  this  corporation  he  submit  a 
report  of  an  audit  at  the  fall  Council  meeting.  The 
motion  was  seconded  by  Dr.  Leigh  and  carried. 

Mr.  Erickson  reviewed  the  annual  meeting  business 
and  briefly  outlined  the  resolutions  to  be  introduced 
at  the  House  of  Delegates  meeting.  He  encouraged  all 
members  to  attend  the  various  reference  committee 
meetings. 

Dr.  Gregg  discussed  a resolution  passed  by  the 
Triological  Society  concerning  a cut  back  in  federal 
funds  which  necessitates  a cut  back  in  the  training 
of  otolaryngologists. 

RESOLUTION 

WHEREAS,  the  National  Institute  of  Neurological 
Diseases  and  Stroke  is  the  source  of  federal  funds 
for  research  and  training  in  laryngology  and  otology, 
as  well  as  neurological  diseases,  and 

WHEREAS,  the  appropriations  and  expenditures 
for  the  Institute  have  been  diminishing  for  the  past 
three  years,  and 

WHEREAS,  inflation  has  reduced  the  purchasing 
power  of  the  appropriations  of  the  Institute  even 
more  than  the  nominal  reductions  involved,  and 

WHEREAS,  there  is  a critical  need  for  an  increase 
in  both  research  and  training  in  the  fields  of  laryn- 
gology and  otology,  therefore  be  it 

RESOLVED,  that  the  Triological  Society  petition 
President  Nixon  requesting  him  to  release  for  ex- 
penditure in  FY  70  the  full  $106,978,000  appropriated 
by  Congress  for  the  National  Institute  of  Neu- 
rological Diseases  and  Stroke,  and  to  revise  his 
estimate  of  the  need  for  FY  71  from  the  $96,972,000 
in  the  Executive  Budget  to  $120,000,000  with  the  in- 
crease distributed  among  the  programs  of  research, 
fellowships,  training  and  direct  operations. 

Dr.  Lushbough  moved  that  the  Council  endorse  this 
resolution.  The  motion  was  seconded  by  Dr.  Reding 
and  carried. 

Dr.  Taylor  introduced  Dr.  E.  T.  Ruud  as  the  new 
Councilor  from  the  Black  Hills  District. 

For  the  information  of  the  Council  Mr.  Erickson 
reported  that  Dr.  R.  E.  Van  Demark,  editor  of  the 
Journal,  returned  his  annual  salary  to  the  Journal. 
Dr.  Reding  moved  that  the  Council  acknowledge 
receipt  of  Dr.  Van  Demark’s  check  and  commend 
him  for  this  action.  The  motion  was  seconded  by  Dr. 
Quinn  and  carried. 

A discussion  was  held  concerning  the  Medicare 
Program,  profiles  and  regulations.  Dr.  Bartron  moved 
that  the  Council  invite  Dr.  Siegel  of  Health,  Educa- 
tion and  Welfare  to  appear  at  the  fall  Council  meet- 
ing to  discuss  Medicare  profiles  and  regulations.  The 
motion  was  seconded  by  Dr.  Lietzke  and  carried. 

Mr.  Erickson  reviewed  a suggested  letter  which 
may  be  sent  by  the  physicians  in  South  Dakota  to 
their  Medicare  patients. 

Dr.  Bartron  discussed  a request  from  the  Greater 
South  Dakota  Association  for  a donation  for  their 
Tax  Action  Program.  The  Tax  Action  Program  pro- 
posed by  the  Greater  South  Dakota  Association  is  to 
hire  an  independent  tax  consultant  to  review  the 
complete  tax  structure  for  the  state  of  South  Dakota 
and  the  Greater  South  Dakota  Association  will  then 
bring  this  to  the  attention  of  the  Governor  and  the 


Legislature.  Dr.  Tracy  moved  that  the  State  Medical 
Association,  from  its  public  relations  budget,  donate 
$1,000  to  the  Greater  South  Dakota  Association  for 
the  Tax  Action  Program.  The  motion  was  seconded 
by  Dr.  Lushbough  and  carried.  Vote:  For  - 14,  Against 

Mr.  Erickson  urged  the  officers  and  councilors  to 
attend  the  meeting  pertaining  to  closed  panel  prac- 
tice which  is  to  be  held  at  the  Ramada  Inn  in  Sioux 
Falls  on  June  4 and  5. 

Dr.  Tracy  reported  on  the  activities  of  the  Medical 
School  Admissions  Committee.  Mr.  Kaufman  sug- 
gested that  the  Admissions  Committee  contact  prac- 
ticing physicians  in  college  towns  and  request  that 
they  serve  as  counselors  to  pre-med  students. 

Dr.  Tracy  moved  that  the  meeting  be  adjourned. 
The  motion  was  seconded  by  Dr.  Lietzke  and  carried. 


SECOND  COUNCIL  MEETING 
Sioux  Falls,  South  Dakota 
Sunday,  May  24,  1970 

The  meeting  was  called  to  order  by  Dr.  Taylor, 
Chairman  of  the  Council.  Those  present  for  roll  call 
were  Doctors  R.  H.  Quinn,  J.  A.  Muggly,  A.  P.  Reding, 
J.  T.  Elston,  W.  R.  Taylor,  G.  E.  Tracy,  Bruce  Lush- 
bough, G.  Robert  Bartron,  C.  L.  Swanson,  Fred  Leigh, 
Harvard  Lewis,  E.  T.  Lietzke,  E.  T.  Ruud,  M.  R. 
Cosand,  James  Ryan  and  Mr.  Todd  Biegler,  student 
representative. 

Dr.  Leigh  moved  to  dispense  with  the  reading  of 
the  minutes  of  the  last  meeting  inasmuch  as  they 
will  be  published.  The  motion  was  seconded  by  Dr. 
Tracy  and  carried. 

Dr.  Reding  presented  a letter  from  Mr.  Snyder  of 
the  American  Medical  Association  concerning  the 
resolution  from  the  Rural  Health  Council  which 
would  permit  physicians  to  practice  in  areas  of  need 
rather  than  serve  in  the  armed  forces.  This  letter 
was  for  the  Council’s  information. 

Dr.  Taylor  introduced  Dr.  James  Ryan  as  the  new 
Councilor  from  the  Northwest  District  and  Mr.  Todd 
Biegler  as  the  student  representative  for  the  coming 
year. 

Nominations  were  in  order  for  Chairman  of  the 
Council.  Dr.  Lietzke  moved  that  a unanimous  ballot 
be  cast  for  Dr.  Harvard  Lewis  as  Chairman  of  the 
Council.  The  motion  was  seconded  by  Dr.  Elston  and 
carried. 

Nominations  were  in  order  for  Secretary-Treasurer. 
Dr.  Quinn  moved  that  a unanimous  ballot  be  cast  for 
Dr.  A.  P.  Reding  as  Secretary-Treasurer.  The  motion 
was  seconded  by  Dr.  Leigh  and  carried. 

Information  was  received  that  Dr.  Winston  Odland 
has  resigned  from  the  Hearing  Aid  Dealers’  Board. 
Therefore,  the  Council  was  requested  to  suggest  the 
names  of  two  physicians  to  the  Governor  who  might 
serve  on  this  Board.  Dr.  Tracy  moved  that  the  names 
of  Dr.  Bruce  Allen  and  Dr.  Thomas  Bunker  be  sub- 
mitted to  the  Governor  for  his  consideration.  The 
motion  was  seconded  by  Dr.  Swanson  and  carried. 

Dr.  Hayes  discussed  the  future  of  medicine.  Dr. 
Tracy  moved  that  the  Council  of  the  South  Dakota 
State  Medical  Association  request  that  the  Commis- 
sion on  Medical  Service  appoint  a committee  to  study 
the  feasibility  of  changing  the  present  medical  care 
system  in  South  Dakota.  The  motion  was  seconded  by 
Dr.  Reding  and  carried. 

Inasmuch  as  Dr.  Taylor  is  now  an  officer  in  the 
Association,  nominations  were  in  order  to  elect  a 
Councilor  from  the  Aberdeen  District  to  complete 
his  term.  Dr.  Taylor  moved  that  a unanimous  ballot 
be  cast  for  Dr.  Paul  Leon  as  Councilor.  The  motion 
was  seconded  by  Dr.  Lushbough  and  carried. 

The  fall  Council  meeting  has  been  set  for  Septem- 
ber 24  in  Vermillion. 

The  meeting  adjourned  at  4:30  p.m. 


FIRST  HOUSE  OF  DELEGATES  MEETING 
Sioux  Falls,  South  Dakota 
Friday,  May  22,  1970 

The  meeting  was  called  to  order  by  Clark  Johnson, 
M.D.,  Speaker  of  the  House  of  Delegates.  Those 
present  for  roll  call  included  Doctors:  Quinn,  Muggly, 
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Bartron,  Reding,  Johnson,  Elston,  Taylor,  Tracy, 
Lushbough,  Swanson,  Leigh,  Lewis,  Lietzke,  Ruud, 
Cosand,  Lowe,  Shousha,  Rosa,  Auskaps,  Fedt,  Belatti, 
Scheller,  Lindbloom,  Huet,  Bell,  Vonburg,  Aspaas, 
Shaeffer,  Begley,  Giebink,  Daw,  Lang,  Mutch,  Knabe, 
Foley,  Behan,  Elston,  Paulson,  Wood,  Mead,  Angelos, 
and  Mr.  Kaufman,  Mr.  McVay,  Mr.  Mortimer,  student 
representatives. 

Dr.  Belatti  moved  to  dispense  with  the  reading  of 
the  minutes  of  the  last  meeting  inasmuch  as  they 
have  been  published.  The  motion  was  seconded  by 
Dr.  Tracy  and  carried. 

Dr.  Johnson  introduced  Dr.  Jackman,  president  of 
the  Minnesota  State  Medical  Association,  Mr.  Warren 
May,  attorney  for  the  State  Medical  Association,  and 
Mr.  Robert  Warnick,  field  representative  for  the 
American  Medical  Association. 

Dr.  Johnson  read  the  appointments  to  the  Reference 
Committees  as  follows: 

Reference  Committee  on  Credentials: 

D.  N.  Fedt,  M.D.,  Chairman 
G.  M.  Huet,  M.D. 

Alfred  Shousha,  M.D. 

Reference  Committee  on  Reports  of  Officers  and 
Councilors: 

R.  G.  Belatti,  M.D.,  Chairman 
R.  B.  Leander,  M.D. 

George  Wood,  M.D. 

Reference  Committee  on  Resolutions  and  Memorials: 
George  Knabe,  M.D.,  Chairman 
George  Angelos,  M.D. 

E.  T.  Lietzke,  M.D. 

Reference  Committee  on  Reports  of  Commissions  on 
Medical  Service,  Communications,  and  Liaison  with 
Allied  Organizations: 

B.  O.  Lindbloom,  M.D.,  Chairman 
Lawrence  Behan,  M.D. 

V.  R.  Vonburg,  M.D. 

Sam  Mortimer,  Student  Representative 
Reference  Committee  on  Reports  of  Commissions  on 
Scientific  Medicine,  Internal  Affairs  and  Legislation 
and  Governmental  Relations: 

R.  R.  Giebink,  M.D.,  Chairman 
Donald  Scheller,  M.D. 

Harold  Lowe,  M.D. 

Michael  McVay,  Student  Representative 
Reference  Committee  on  Reports  of  Special  Commit- 
tees and  Miscellaneous  Business: 

Denny  Ortmeier,  M.D.,  Chairman 
Harvard  Lewis,  M.D. 

M.  R.  Cosand,  M.D. 

Nominating  Committee: 

B.  J.  Begley,  M.D.,  Chairman 
Samuel  Rosa,  M.D. 

R.  Auskaps,  M.D. 

Bruce  Lushbough,  M.D. 

C.  L.  Swanson,  M.D. 

G.  Robert  Bell,  M.D. 

Judson  Mabee,  M.D. 

Robert  Foley,  M.D. 

Thomas  Mead,  M.D. 

M.  R.  Cosand,  M.D. 

Leonard  Linde,  M.D. 

Eldon  Bell,  M.D. 

Dr.  Swanson  moved  that  the  Reports  of  Officers 
and  Councilors  as  contained  in  the  Handbook  be  re- 
ferred to  the  appropriate  Committee  for  action.  The 
motion  was  seconded  by  Dr.  Leigh  and  carried. 

Resolution  #1  was  referred  to  the  Reference  Com- 
mittee on  Reports  of  the  Commissions  on  Scientific 
Medicine,  Internal  Affairs  and  Legislation  and  Gov- 
ernmental Relations. 

RESOLUTION  Si 
TO:  House  of  Delegates 

South  Dakota  State  Medical  Association 
FROM:  Second  District  Medical  Society 

SUBJECT:  Limitation  of  Offices  in  SDSMA 
WHEREAS,  It  is  in  the  best  tradition  of  democracy 
to  divide  the  powers  between  decision  forming 
and  decision  making  bodies,  and 
WHEREAS,  in  the  past  and  present  this  principle 


has  not  been  observed  at  all  times  in  the  struc- 
ture of  the  South  Dakota  State  Medical  Associa- 
tion, and 

WHEREAS,  by  observing  the  principle  of  division  of 
power  one  would  involve  a greater  number  of 
members  in  the  affairs  of  said  Association, 
THEREFORE,  BE  IT  RESOLVED,  that  the  House  of 
Delegates  consider  an  addition  of  the  Bylaws  of 
said  Association  to  the  effect  that  “No  Officer  or 
Councilor  shall  be  permitted  to  serve  simul- 
taneously as  a chairman  of  a Commission  or  Com- 
mittee of  the  South  Dakota  State  Medical  Asso- 
ciation or  to  serve  simultaneously  as  an  Officer 
and  Councilor  or  to  serve  in  more  than  one 
Officer  position.” 

Resolution  52  was  referred  to  the  Reference  Com- 
mittee on  Reports  of  the  Commissions  on  Medical 
Service,  Communications  and  Liaison  with  Allied 
Organizations. 

RESOLUTION  %2 

TO:  House  of  Delegates 

South  Dakota  State  Medical  Association 
FROM:  Commission  on  Liaison  with  Allied 

Organizations 

SUBJECT:  Osteopathic  Membership  in  SDSMA 
WHEREAS,  The  American  Medical  Association  seeks 
to  assure  the  provision  of  the  best  possible  health 
care  to  the  American  people,  and 
WHEREAS,  the  American  Medical  Association  has 
recommended  that  component  state  associations 
provide  avenues  whereby  qualified  osteopaths 
may  be  assimilated  into  the  mainstream  of  med- 
icine, and 

WHEREAS,  steps  are  being  taken  to  provide  qual- 
ified osteopaths  with  appointment  to  approved 
internship  programs,  residency  programs,  hospital 
staffs,  and  membership  in  county  and  state  med- 
ical associations, 

THEREFORE  BE  IT  RESOLVED,  that  the  Bylaws 
of  the  South  Dakota  State  Medical  Association 
be  amended  to  read  as  follows: 

Bylaws  — Article  III 
Membership 

Section  I — Requirements 

This  Association  shall  consist  of  (a)  active 
members,  (b)  life  members,  and  (c)  associate 
members,  all  of  whom  shall  be  ((qualified)) 
doctors  of  medicine  ((or  doctors  of  osteopathy)) 
licensed  in  the  State  of  South  Dakota  or  per- 
mitted to  practice  herein  under  the  provisions  of 
the  Medical  Practice  Act. 

Resolution  S3  was  referred  to  the  Reference  Com- 
mittee on  Special  Committees  and  Miscellaneous 
Business. 

RESOLUTION  S3 

TO:  House  of  Delegates 

South  Dakota  State  Medical  Association 
FROM:  Commission  on  Communications  and 

Commission  on  Liaison  with  Allied 
Organizations 

SUBJECT:  Combining  Commission  on  Liaison  with 
Allied  Organizations  and  Commission  on 
Communications 

WHEREAS,  The  South  Dakota  State  Medical  Asso- 
ciation has  operated  under  the  Commission  struc- 
ture for  five  years,  and 

WHEREAS,  ample  opportunity  has  been  given  to  test 
the  efficiency  and  operating  ease  of  the  Com- 
mission structure,  and 

WHEREAS,  the  Commission  on  Communications  and 
the  Commission  on  Liaison  with  Allied  Organ- 
izations have  recommended  that  the  two  Com- 
missions be  combined  into  one  Commission  con- 
sisting of  twelve  members, 

THEREFORE  BE  IT  RESOLVED,  that  the  Bylaws  of 
the  South  Dakota  State  Medical  Association  be 
amended  to  read  as  follows: 
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Article  X — Commissions 
Section  II 

a.  Omit  (Commission  on  Communications 
Commission  on  Liaison  with  Allied 
Organizations) 

Insert  ((Commission  on  Communications  and 
Liaison)) 

Section  III 
c - Omit 
e - Omit 

Paragraph  f is  renumbered  e.  Paragraph  g is 
renumbered  f. 

Insert  new  paragraph  c.  Communications  and 
Liaison 

The  Commission  on  Communications  and  Liaison 
shall  have  jurisdiction  on  matters  relating  to  Radio 
and  Television;  Press  Relations;  Public  Relations; 
Publications;  Physicians’  Placement  Service.  The 
Commission  shall  inquire  and  act  on  matters  re- 
lating to  Nursing  Services,  Improvement  of  Patient 
Care,  Pharmacy,  Dental  and  Voluntary  Health  Agen- 
cies. Such  Commission  shall  further  act  in  all  Med- 
ical-Legal matters  including  medical  defense.  In  all 
matters  of  medical  defense  it  shall  prepare  justifiable 
and  appropriate  plans  and  rules  for  the  proper  de- 
fense of  members  of  this  Association  against  whom 
suits  for  alleged  malpractice  have  been  brought.  This 
Commission  does  not  offer  legal  counsel  to  the  mem- 
ber who  is  threatened  or  has  an  impending  suit 
brought  against  him,  but  is  organized  for  the  express 
purpose  of  reviewing  these  cases  and  deciding  on  the 
merit  of  the  suit  or  threatened  suit  and  to  express  to 
the  individual  member  its  advice  on  professional 
conduct  in  the  event  of  the  said  threatened  or  im- 
pending suit.  The  Commission  will  receive  reports 
on  threatened  or  impending  suits  from  any  member 
of  the  Medical  Association  or  his  legal  representative. 

Resolution  #4  was  referred  to  the  Reference  Com- 
mittee on  Reports  of  the  Commissions  on  Scientific 
Medicine,  Internal  Affairs  and  Legislation  and  Gov- 
ernmental Relations. 

RESOLUTION  =4 

TO:  House  of  Delegates 

South  Dakota  State  Medical  Association 
FROM:  Second  District  Medical  Society 

SUBJECT:  Inconsistencies  of  House  Bill  760  and 
Comprehensive  Health  Planning 
WHEREAS,  The  State  of  South  Dakota  conducts 
Health  Planning  through  the  Division  of  Com- 
prehensive Health  Planning  in  the  Office  of  the 
Governor,  and 

WHEREAS,  the  South  Dakota  State  Medical  Asso- 
ciation participates  in  these  efforts  by  delegating 
officials  to  the  Council  connected  with  said  Di- 
vision and  other  planning  activities,  and 
WHEREAS,  the  South  Dakota  Legislature  saw  fit  to 
pass  and  the  Governor  saw  fit  to  sign  into  law, 
House  Bill  760  (authorization  of  surplus  money 
in  hospital  funds  for  renovation  and  addition  of 
equipment  on  hospitals),  House  Bill  763  (author- 
ization for  certain  counties  to  increase  the  mill 
levy  from  % to  1 mill  for  hospital  district  main- 
tenance) and  House  Bill  772  (authorization  to 
issue  revenue  bonds  for  construction  and  equip- 
ment of  additional  hospital  facilities),  and 
WHEREAS,  said  laws  are  counteracting  all  efforts 
to  plan  effectively  for  health  facilities  in  South 
Dakota  inasmuch  as  now  any  political  subdivision 
can  use  public  funds  at  liberty  to  construct,  re- 
new and  operate  health  facilities  without  con- 
sultation or  consent  of  the  State  Planning  bodies 
rendering  such  planning  efforts  useless, 
THEREFORE  BE  IT  RESOLVED,  that  the  House 
of  Delegates  of  the  South  Dakota  State  Med- 
ical Association  point  out  to  the  Governor  and 
the  Legislature  the  apparent  inconsistencies 
created  by  the  above  mentioned  legislation,  and 
BE  IT  FURTHER  RESOLVED,  that  the  Council  of 
the  South  Dakota  State  Medical  Association  be 
requested  to  start  negotiations  immediately  with 
the  Governor  and  the  Department  of  Compre- 


hensive Planning  with  the  aim  to  sotve  mis 
obvious  split  of  governmental  intent. 

Resolution  55  was  referred  to  the  Reference  Com- 
mittee on  Reports  of  Special  Committees  and  Mis- 
cellaneous Business. 

RESOLUTION  55 
TO:  House  of  Delegates 

South  Dakota  State  Medical  Association 
FROM:  Seventh  District  Medical  Society 

SUBJECT:  Utilization  and  Review  Procedures 
WHEREAS,  District  Utilization  and  Review  Com- 
mittees are  in  need  of  some  definite  guidelines 
for  use  in  determining  the  justification  of  phys- 
icians’ fees  during  prolonged  hospitalization  of 
patients  under  Medicare,  and 
WHEREAS,  we  as  physicians,  affirm  and  espouse  the 
concept  of  twenty-four  hour  a day  responsibility 
for  our  hospitalized  patients, 

THEREFORE,  BE  IT  RESOLVED,  by  the  South 
Dakota  State  Medical  Association  that  a phys- 
ician is  entitled  to  a daily  fee  for  service  to  hos- 
pitalized patients,  as  long  as  such  hospitalization 
is  deemed  necessary  by  the  local  utilization  com- 
mittee. 

Resolution  56  was  referred  to  the  Reference  Com- 
mittee on  Reports  of  Special  Committees  and  Mis- 
cellaneous Business. 

RESOLUTION  56 
House  of  Delegates 

South  Dakota  State  Medical  Association 
Seventh  District  Medical  Society 
Shortage  of  Health  Care  Personnel  in 
South  Dakota 
WHEREAS,  There  is  a need  to  provide  adequate 
health  care  in  the  state  of  South  Dakota,  and 
WHEREAS,  the  inability  to  procure  adequate  per- 
sonnel, physicians  and  others,  to  administer  to  the 
health  care  needs  of  South  Dakota  is  one  of  the 
large  factors  precluding  realization  of  optimum 
health  care,  especially  in  the  smaller  rural  com- 
munities, and 

WHEREAS,  there  now  exists  no  incentive  for  young 
physicians,  nurses,  and  others  important  in  health 
care,  to  come  to  or  return  to  South  Dakota  to 
practice,  and 

WHEREAS,  unless  some  incentive  plan  is  evolved 
to  encourage  well  trained  personnel  to  come  to 
rural  South  Dakota  there  will  soon  be  a crisis  in 
health  care, 

THEREFORE,  BE  IT  RESOLVED,  by  the  South  Da- 
kota State  Medical  Association  that  the  problems 
in  health  care  administration,  especially  in  the 
small  communities  of  South  Dakota  warrant  im- 
mediate attention  by  this  organization,  the  state 
as  a whole  and  the  Congress  of  the  United  States, 
And  be  it  directed  that  the  South  Dakota  State 
Medical  Association  communicate  with  the  duly 
elected  legislators  from  South  Dakota  in  the 
Congress  of  the  United  States,  informing  them 
of  this  problem,  with  the  request  and  recommen- 
dation that  the  matter  be  considered  studiously 
with  the  idea  of  providing  some  form  of  incen- 
tive, tax  relief  or  otherwise,  to  induce  and  en- 
courage health  care  personnel  to  come  to  and  re- 
main in  South  Dakota. 

Resolution  57  was  referred  to  the  Reference  Com- 
mittee on  Reports  of  the  Commissions  on  Communica- 
tions, Liaison  with  Allied  Organizations  and  Medical 
Service. 

RESOLUTION  57 
TO:  House  of  Delegates 

South  Dakota  State  Medical  Association 
FROM:  R.  R.  Giebink,  M.D.,  Delegate 

Seventh  District  Medical  Society 
SUBJECT:  Medical  Education 

WHEREAS,  South  Dakota  now  has  a good  two  year 
medical  school,  however  it  is  becoming  increas- 
ingly apparent  that  the  benefits  accruing  to 
South  Dakota  are  not  increasing  proportionately 


TO: 

FROM: 

SUBJECT: 


AUGUST  1970 


17 


to  the  needs  of  South  Dakota  medicine,  and 

WHEREAS,  on  the  other  hand  the  required  state 
financial  appropriation  is  increasing  rapidly,  so 
that  the  cost  per  student  per  year  already  ex- 
ceeds the  comparable  cost  in  many  excellent  four 
year  medical  schools,  and 

WHEREAS,  it  is  becoming  increasingly  difficult  for 
South  Dakota  medicine  to  stay  in  the  vanguard 
of  medical  progress,  (To  wit:  Orthopedics:  No 
total  hip  replacements  in  South  Dakota  to  date, 
350  total  hip  replacements  at  the  Mayo  Clinic 
alone  last  year,  Urology:  No  provision  for  kidney 
dialysis  in  South  Dakota,  probably  only  state  in 
the  union  where  this  is  not  available,  Organ 
transplants:  essentially  none  in  South  Dakota), 
and 

WHEREAS,  it  is  generally  recognized  that  medical 
students  eventually  practice  where  they  complete 
their  training,  (That  is,  last  years  of  medical 
school,  internship  or  residency)  and  South  Da- 
kota has  very  few  such  programs  and  desperately 
needs  them,  and 

WHEREAS,  continuing  medical  education  is  a must 
in  modern  day  practice  and  a two  year  medical 
school  does  not  lend  itself  to  this  requirement, 
and 

WHEREAS,  South  Dakota  has  three  V.A.  Hospitals 
and  a large  federal  Indian  care  program  which 
could  be  a vast  source  of  clinical  material  and 
also  provide  broad  financial  support  to  an  em- 
bryo four  year  medical  school  program,  and 

WHEREAS,  the  critical  shortage  of  doctors  and 
especially  GP’s  is  recognized  by  all  and  the  fed- 
eral government  is  making  prodigious  grants  to 
expand  present  medical  education  and  provide 
for  new  facilities,  (to  wit:  an  8I/2  million  dollar 
grant  was  made  to  the  Des  Moines  Osteopathic 
College  to  expand  its  facilities)  and 

WHEREAS,  South  Dakota,  North  Dakota,  Minnesota 
and  Iowa  have  established  a four  state  commit- 
tee to  work  toward  interstate  cooperation  to  pro- 
mote higher  education  and  specifically  medical 
education,  and  there  is  a good  reason  to  believe 
that  such  cooperation  in  providing  a regional 
medical  education  program  is  not  far  off,  and 

WHEREAS,  reports  from  WICHE  indicate  that  they 
are  working  on  a program  to  establish  a regional 
medical  school  with  each  individual  state,  Mon- 
tana, Idaho,  Wyoming,  and  Nevada,  having 
satellite  medical  schools,  and 

WHEREAS,  Indiana  and  Illinois  have  already 
launched  programs  to  provide  pre-clinical  and 
basic  science  training  in  qualified  state  schools 
for  one  year  and  then  transfer  to  two  years  in  an 
accepted  medical  school  and  the  fourth  year  in 
a satellite  school  for  clinical  training  and  have 
found  these  programs  feasible  and  acceptable; 
and 

WHEREAS,  the  best  way  so  far  to  get  family  doctors 
to  practice  in  South  Dakota  is  to  encourage  the 
home  town  student  to  attend  medical  school  in 
South  Dakota,  enroll  in  a family  practice  resi- 
dency or  internship  in  a South  Dakota  city  with 
constant  contact  with  South  Dakota  doctors  and 
medical  practice  groups  during  all  phases  of  his 
training,  and 

WHEREAS,  each  year  approximately  10,000  South 
Dakota  patients  are  referred  and  transported  out- 
side of  South  Dakota  to  such  facilities  as  the 
Mayo  Clinic  and  other  medical  centers,  which 
process  involves  a tremendous  loss  of  income  to 
South  Dakota  and  represents  medical  care  that 
could  be  carried  out  in  a good  university  hospital, 
and 

THEREFORE  BE  IT  RESOLVED,  that  it  is  impera- 
tive that  the  South  Dakota  Medical  Association 
establish  a permanent  Medical  Education  Com- 
mittee to  secure  the  cooperation  and  the  concer- 
ted agreement  of  South  Dakota  doctors  in  a 
future  program  to  expand  our  medical  education 


facilities  in  a direction  which  will  best  meet  the 
needs  of  South  Dakota  medicine  in  the  future,  by 
cooperating  in  a four  state  regional  medical 
school  program,  or  affiliating  with  present  re- 
gional medical  schools  to  develop  a satellite  pro- 
gram, or  cooperate  with  North  Dakota,  or  to  go  it 
alone  with  a four  year  program  and  a university 
hospital  using  existing  newly  constructed  hos- 
pital facilities  where  possible,  and 
BE  IT  FURTHER  RESOLVED,  that  in  any  case,  the 
committee  should  actively  pursue  a course,  which 
will  insure  that  all  reasonably  intelligent  South 
Dakota  students  will  have  an  opportunity  to  be- 
come doctors,  which  will  result  in  better  medical 
care  for  the  people  of  South  Dakota,  and  which 
will  result  in  better  opportunities  and  more  time 
for  doctors  of  South  Dakota  to  practice  the 
quality  of  medicine  which  they  are  capable  of 
and  in  their  hearts  desire  to  practice. 

Resolution  38  was  referred  to  the  Reference  Com- 
mittee on  Reports  of  the  Commissions  on  Commun- 
ications, Liaison  with  Allied  Organizations  and  Med- 
ical Service. 

RESOLUTION  38 

TO:  House  of  Delegates 

South  Dakota  State  Medical  Association 

FROM:  Gordon  Paulson,  M.D.,  Delegate 

Black  Hills  District  Medical  Society 

SUBJECT:  SOUTH  DAKOTA  JOURNAL  OF 
MEDICINE 

WHEREAS,  the  effectiveness  and  usefulness  of  the 
South  Dakota  Journal  of  Medicine  is  questioned 
by  some  members  of  the  South  Dakota  State 
Medical  Association,  and 

WHEREAS,  full  and  efficient  use  is  not  now  being 
made  of  those  doctors  designated  as  Associate 
Editors,  etc.,  and 

WHEREAS,  the  Journal  does  not  truly  reflect  scien- 
tific observations  made  by  doctors  practicing  in 
the  state  of  South  Dakota  because  of  the  fact  that 
many  scientific  articles  are  reprints  of  articles 
originating  in  other  state  journals,  and 
WHEREAS,  the  economic  feasibility  of  continuing  the 
Journal  is  questioned  by  some  members  of  the 
South  Dakota  State  Medical  Association,  possibly 
because  of  inadequate  communications  between 
the  Association  and  its  members,  and 
WHEREAS,  there  appears  to  be  inadequate  partici- 
pation in  the  publication  of  the  Journal  by  mem- 
bers of  the  South  Dakota  State  Medical  Associa- 
tion, and 

WHEREAS,  the  Pharmaceutical  Association  saw  fit 
to  withdraw  its  participation  in  the  above  Jour- 
nal several  years  ago  for  reason  and  has  seen 
no  reason  to  reconsider  its  action; 

THEREFORE  BE  IT  RESOLVED,  that  the  South 
Dakota  State  Medical  Association  undertake  a 
study  to  determine  the  feasibility  of  continuing 
a monthly  State  Journal,  to  issue  a monthly 
Newsletter  which  would  be  nonscientific  in  na- 
ture; to  continue  to  publish  a Journal  at  inter- 
vals of  more  than  a month;  to  cease  publishing 
a Journal  at  all;  to  collaborate  with  one  or  sev- 
eral neighboring  states  in  publishing  a medical 
journal;  or  to  seek  to  serve  the  purpose  intended 
by  the  present  Journal  in  some  other  way. 

Dr.  Johnson  announced  that  he  will  be  unable  to 
serve  as  Speaker  of  the  House  for  the  Second  House 
of  Delegates  meeting  to  be  held  on  Sunday.  Dr. 
Aspaas  moved  that  the  election  of  a Speaker  Pro- 
Tern  for  the  Second  House  of  Delegates  meeting  be 
referred  to  the  Nominating  Committee  for  considera- 
tion. The  motion  was  seconded  by  Dr.  Auskaps  and 
carried. 

Dr.  Tracy  moved  that  the  House  of  Delegates  be 
adjourned.  The  motion  was  seconded  by  Dr.  Lietzke 
and  carried. 
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SECOND  MEETING  OF  THE 
HOUSE  OF  DELEGATES 
Sioux  Falls,  South  Dakota 
Sunday,  May  24,  1970 

Dr.  B.  J.  Begley  called  the  meeting  of  the  House 
of  Delegates  to  order  and  requested  nominations  for 
Speaker  Pro-Tern.  Dr.  Tracy  moved  that  a unanimous 
ballot  be  cast  for  Dr.  J.  T.  Elston  as  Speaker  Pro- 
Tern.  The  motion  was  seconded  by  Dr.  Cosand  and 
carried. 

Dr.  Elston  asked  for  the  roll  call.  Those  present 
were  Doctors  Quinn,  Muggly,  Bartron,  Reding,  Elston, 
Taylor,  Tracy,  Lushbough,  Swanson,  Leigh,  Lewis, 
Lietzke,  Ruud,  Cosand,  Shousha,  Rosa,  Auskaps,  Fedt, 
Belatti,  Scheller,  Lindbloom,  Huet,  Bell,  Mabee, 
Aspaas,  Shaeffer,  Begley,  Leander,  Giebink,  Ortmeier, 
Daw,  Knabe,  Honke,  Behan,  Paulson,  Golliher,  Wood, 
Angelos,  Ryan,  Bell  and  Mr.  Michael  McVay  and  Mr. 
Wally  Narius,  student  representatives. 

Dr.  Leigh  moved  that  the  minutes  of  the  First 
House  of  Delegates  meeting  not  be  read  inasmuch 
as  they  will  be  published.  The  motion  was  seconded 
by  Dr.  Lindbloom  and  carried. 

The  report  of  the  Nominating  Committee  was  read 
by  Dr.  B.  J.  Begley. 

REPORT  OF  THE  NOMINATING  COMMITTEE 

The  Nominating  Committee  met  at  2:30  P.M.  in  the 
Oak  Room,  Ramada  Inn,  Sioux  Falls,  South  Dakota. 

Nine  members  of  the  Committee  were  present  for 
discussion  of  items  referred  to  the  Committee. 

The  Committee  considered  the  nominations  for 
Councilor  from  Districts  9,  10,  11  and  12.  The  follow- 
ing nominees  are  presented  to  the  House  of  Delegates 
for  consideration: 

District  >9  E.  T.  Ruud,  M.D. 

District  $10  Marion  R.  Cosand,  M.D. 

District  $11  James  Ryan,  M.D. 

District  $12  E.  A.  Johnson,  M.D. 

The  Committee  nominates  the  following  for  officers 
of  the  Association: 

President  — J.  A.  Muggly,  M.D. 

President-Elect  — G.  Robert  Bartron,  M.D. 

Vice  President  — William  Taylor,  M.D. 

Speaker  of  the  House  — John  T.  Elston,  M.D. 

Speaker  Pro-tem  for  Sunday’s  meeting  — 

John  T.  Elston,  M.D. 

The  Committee  nominates  R.  H.  Quinn,  M.D.  as 
Delegate  to  the  AMA. 

The  Committee  nominates  John  Stransky,  M.D.  as 
Alternate  Delegate. 

Sites  for  future  annual  meetings  were  discussed. 
The  Committee  proposes  the  following: 

1971  Rapid  City 

1972  Huron 

1973  Pierre 

Respectfully  submitted, 

B.  J.  Begley,  M.D.,  Chairman 

Dr.  Belatti  moved  that  a unanimous  ballot  be  cast 
for  the  Councilors  nominated.  The  motion  was  sec- 
onded by  Dr.  Tracy  and  carried. 

Dr.  Reding  moved  that  a unanimous  ballot  be  cast 
for  the  officers  nominated  by  the  committee.  The 
motion  was  seconded  by  Dr.  Lushbough  and  carried. 

Dr.  Quinn  moved  that  the  House  defer  action  on 
the  nominations  for  delegate  and  alternate  delegate 
to  the  American  Medical  Association  until  the  House 
has  acted  on  the  report  of  the  Reference  Committee 
on  Reports  of  the  Commissions  on  Legislation  and 
Governmental  Relations,  Scientific  Medicine  and  In- 
ternal Affairs.  The  motion  was  seconded  by  Dr. 
Giebink  and  carried. 

Dr.  Lushbough  moved  that  the  proposed  sites  for 
future  annual  meetings  be  accepted.  The  motion  was 
seconded  by  Dr.  Rosa  and  carried. 

Dr.  Fedt  read  the  report  of  the  Reference  Com- 
mittee on  Credentials. 

REPORT  OF  THE  REFERENCE  COMMITTEE 
ON  CREDENTIALS 

The  credentials  of  the  Delegates  to  the  South  Da- 
kota State  Medical  Association  were  checked  and 
the  following  delegates,  alternates,  officers  and  coun- 


cilors were  present:  Robert  H.  Quinn,  M.D.;  J.  A. 
Muggly,  M.D.;  G.  Robert  Bartron,  M.D.;  A.  P.  Reding, 
M.D.;  Clark  Johnson,  M.D.;  J.  T.  Elston,  M.D.;  Wm. 
Taylor,  M.D.;  G.  E.  Tracy,  M.D.;  B.  Lushbough,  M.D.; 

C.  L.  Swanson,  M.D.;  Fred  Leigh,  M.D.;  Harvard 
Lewis,  M.D.;  E.  T.  Lietzke,  M.D.;  E.  T.  Ruud,  M.D.: 
M.  R.  Cosand,  M.D.;  Harold  Lowe,  M.D.;  Alfred 
Shousha,  M.D.;  Samuel  Rosa,  M.D.;  R.  Auskaps,  M.D.; 

D.  N.  Fedt,  M.D.;  R.  G.  Belatti,  M.D.;  Donald  Schel- 
ler, M.D.;  B.  O.  Lindbloom,  M.D.;  G.  M.  Huet,  M.D.; 
G.  Robert  Bell,  M.D.;  J.  O.  Mabee,  M.D.;  V.  Vonburg, 
M.D.;  P.  K.  Aspaas,  M.D.;  J.  H.  Shaeffer,  M.D.;  B.  J. 
Begley,  M.D.;  R.  B.  Leander,  M.D.;  D.  G.  Ortmeier, 
M.D.;  E.  F.  Daw,  M.D.;  G.  W.  Knabe,  M.D.;  L.  G. 
Behan,  M.D.;  G.  Paulson,  M.D.;  G.  F.  Wood,  M.D.; 
T.  E.  Mead,  M.D.;  G.  Angelos,  M.D.;  Mr.  Edward  Kauf- 
man, Mr.  Michael  R.  McVay  and  Mr.  Sam  Mortimer. 

A quorum  was  present  for  the  meeting  of  the 
House  of  Delegates  and  the  credentials  of  those  in 
attendance  were  in  order. 

A total  registration  for  the  convention  was  350,  in- 
cluding 186  physicians,  40  guests,  106  Auxiliary  mem- 
bers, and  18  sponsors. 

Respectfully  submitted, 

REFERENCE  COMMITTEE  ON 

CREDENTIALS 

D.  N.  Fedt,  M.D.,  Chairman 

Dr.  Fedt  moved  that  the  report  of  the  Credentials 
Committee  be  accepted.  The  motion  was  seconded  by 
Dr.  Scheller  and  carried. 

Dr.  Belatti  read  the  report  of  the  Reference  Com- 
mittee on  Reports  of  Officers  and  Councilors. 

REPORT  OF  THE  REFERENCE  COMMITTEE 
on 

REPORTS  OF  OFFICERS  AND  COUNCILORS 

The  Report  of  the  President  was  reviewed  and 
studied.  The  Committee  noted  he  had  an  extremely 
busy  year.  The  Committee  commended  him  for  his 
efforts  in  improving  the  image  of  the  Medical  Asso- 
ciation as  well  as  his  continuing  fight  against  Gov- 
ernmental intervention. 

The  Reports  of  the  other  Officers  were  considered 
and  the  Committee  recommends  approval.  The  Com- 
mittee wishes  to  extend  to  Dr.  Muggly  its  best 
wishes  for  the  coming  year 

The  Reports  of  the  Speaker  and  Councilor-at-Large 
were  reviewed,  and  found  to  be  acceptable. 

The  Committee  studied  the  Reports  of  the  AMA 
Delegate  and  Alternate  Delegate  and  commended 
them  both  for  efforts  on  behalf  of  our  Association. 

The  Committee  reviewed  the  Report  of  the  Execu- 
tive Secretary.  The  Committee  commends  him  for 
activities  on  our  behalf,  especially  for  his  role  in  drug 
abuse  and  public  relations  efforts  (in  the  light  of  the 
recent  uncomplimentary  television  shows).  The  Com- 
mittee also  commends  him,  along  with  the  four  phys- 
ician legislators,  for  their  efforts  in  passage  of  bills 
during  the  year. 

The  Reports  of  the  Councilors  were  studied.  The 
Committee  would  encourage  the  Aberdeen  District 
to  consult  the  local  Weather  Bureau  before  schedul- 
ing District  meetings  in  January  and  February.  The 
Committee  noted  that  one  member  was  dropped 
from  membership  in  the  Seventh  District  due  to 
being  arrear  in  dues  (two  years).  The  Committee 
noted  the  loss  of  Dr.  Willen  of  the  Second  District 
by  death  and  the  loss  of  Dr.  W.  H.  Karlins  in  the 
Twelfth  District,  which  again  points  up  the  increas- 
ing need  for  doctors  in  South  Dakota. 

Respectfully  submitted, 

R.  G.  Belatti,  M.D.,  Chairman 
R.  B.  Leander,  M.D. 

George  F.  Wood,  M.D. 

Dr.  Belatti  moved  that  the  report  of  the  Reference 
Committee  on  Reports  of  Officers  and  Councilors  be 
accepted.  The  motion  was  seconded  by  Dr.  Shaeffer 
and  carried. 

Dr.  Knabe  read  the  report  of  the  Reference  Com- 
mittee on  Resolutions  and  Memorials. 
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REPORT  OF  THE  REFERENCE  COMMITTEE  ON 
RESOLUTIONS  AND  MEMORIALS 

WHEREAS,  the  Seventh  District  Medical  Society  and 
the  Ladies  Auxiliary  members  have  been  so 
thorough  in  making  arrangements  for  the  suc- 
cess of  the  combined  meeting  of  our  89th  an- 
niversary, 

BE  IT  RESOLVED,  that  the  South  Dakota  State  Med- 
ical Association  give  its  voice  in  appreciation  and 
thanks  to  the  local  physicians  in  Sioux  Falls  and 
their  wives. 

WHEREAS,  the  management  of  the  Ramada  Inn  has 
been  so  cooperative  in  providing  facilities  for  the 
success  of  the  89th  Annual  Meeting  of  the  South 
Dakota  State  Medical  Association, 

BE  IT  RESOLVED,  that  the  South  Dakota  State  Med- 
ical Association  extend  its  thanks  and  appre- 
ciation to  the  Ramada  Inn. 

WHEREAS,  the  Sioux  Falls  Chamber  of  Commerce 
has  provided  excellent  assistance  in  making  it 
possible  for  the  success  of  the  working  arrange- 
ments, 

BE  IT  RESOLVED,  that  the  South  Dakota  State 
Medical  Association  extend  its  thanks  and  appre- 
ciation to  the  Sioux  Falls  Chamber  of  Com- 
merce. 

WHEREAS,  the  Sioux  Falls  Argus  Leader,  KSOO, 
KELO,  KISD  have  been  most  cooperative  in  pre- 
senting the  public  news  of  the  89th  Annual  Meet- 
ing of  the  South  Dakota  State  Medical  Associa- 
tion, 

BE  IT  RESOLVED,  that  the  South  Dakota  State  Med- 
ical Association  extend  its  thanks  to  the  Sioux 
Falls  Argus  Leader,  KSOO,  KELO  and  KISD. 
WHEREAS,  the  Westward  Ho  Country  Club  has  pro- 
vided facilities  for  the  stag  party  and  golf  and 
has  contributed  greatly  to  the  success  of  the  an- 
nual meeting, 

BE  IT  RESOLVED,  that  the  South  Dakota  State 
Medical  Association  extend  its  thanks  to  the 
Westward  Ho  Country  Club. 

WHEREAS,  The  Minnehaha  Country  Club  has  pro- 
vided facilities  for  the  Ladies’  Auxiliary  luncheon 
and  golf  and  has  contributed  greatly  to  the  suc- 
cess of  the  annual  meeting, 

BE  IT  RESOLVED,  that  the  South  Dakota  State  Med- 
ical Association  extend  its  thanks  to  the  Min- 
nehaha Country  Club. 

WHEREAS,  Ross  Laboratories  has  sponsored  the 
social  hour  prior  to  the  annual  banquet  and  con- 
tributed greatly  to  the  success  of  the  annual 
meeting, 

BE  IT  RESOLVED,  that  the  South  Dakota  State 
Medical  Association  extend  its  thanks  and  appre- 
ciation to  Ross  Laboratories. 

BE  IT  RESOLVED  that  $50  be  donated  to  the  South 
Dakota  Medical  School  Endowment  Association 
in  memory  of  the  following  physicians  who  died 
during  the  past  year:  F.  J.  Abts,  M.D.;  A.  S. 
Jackson,  M.D.;  Hugo  Andre,  M.D.;  F.  W.  Val- 
kenaar,  M.D.;  Abner  Willen,  M.D.;  H.  P.  Volin, 
M.D.;  and  W.  H.  Karlins.  M.D.  Two  past  presi- 
dents of  the  State  Association  also  died  during 
the  past  year:  L.  J.  Pankow,  M.D.  and  Magni 
Davidson,  M.D.  $100  each  has  already  been 
donated  to  the  Endowment  Association  in  their 
memory. 

Respectfully  submitted, 

REFERENCE  COMMITTEE  ON 
RESOLUTIONS  and  MEMORIALS 
George  W.  Knabe,  Jr.,  M.D. 

Dr.  Knabe  moved  that  the  report  of  the  Reference 
Committee  on  Resolutions  and  Memorials  be  ac- 
cepted. The  motion  was  seconded  by  Dr.  Leander 
and  carried. 

Dr.  Lindbloom  read  the  report  of  the  Reference 
Committee  on  Reports  of  the  Commissions  on  Com- 
munications, Liaison  with  Allied  Organizations  and 
Medical  Service. 


REPORT  OF  THE  REFERENCE  COMMITTEE  ON 
REPORTS  OF  THE  COMMISSIONS  ON  COM- 
MUNICATIONS, LIAISON  WITH  ALLIED 
ORGANIZATIONS,  AND  MEDICAL  SERVICE 

REPORT  OF  THE  COMMISSION  ON 
COMMUNICATIONS: 

The  Reference  Committee  recommends  the  accept- 
ance of  this  report. 

REPORT  OF  THE  COMMISSION  ON  LIAISON 
WITH  ALLIED  ORGANIZATIONS: 

The  Reference  Committee  recommends  the  accept- 
ance of  this  report. 

REPORT  OF  THE  COMMISSION  ON  MEDICAL 
SERVICE: 

The  Reference  Committee  recommends  the  accept- 
ance of  this  report. 

RESOLUTION  #7: 

The  Reference  Committee  recommends  that  this 
resolution  be  tabled  for  the  present  time  in  view 
of  the  studies  currently  being  made  and  that  this 
resolution  be  made  available  to  the  groups  study- 
ing the  4-year  medical  school  needs. 

RESOLUTION  52: 

The  Reference  Committee  recommends  that  this 
resolution  be  referred  to  the  House  of  Delegates 
without  recommendation. 

RESOLUTION  58: 

The  Reference  Committee  recommends  that  this 
resolution  be  referred  to  the  Commission  on  Com- 
munications for  further  study  in  that  some  of  the 
ideas  contained  therein  are  worthy  of  consideration. 
Respectfully  submitted, 

REFERENCE  COMMITTEE  ON  REPORTS 
OF  THE  COMMISSIONS  ON  COMMUNICA- 
TIONS, LIAISON  WITH  ALLIED  ORGAN- 
IZATIONS, AND  MEDICAL  SERVICE 
B.  O.  Lindbloom,  M.D.,  Chairman 
L.  G.  Behan,  M.D. 

V.  R.  Vonburg,  M.D. 

Sam  Mortimer,  Student  Representative 
Dr.  Lindbloom  moved  that  the  reports  of  the  Com- 
missions on  Communications,  Liaison  with  Allied 
Organizations  and  Medical  Service  be  accepted.  The 
motion  was  seconded  by  Dr.  Lewis  and  carried. 

Dr.  Lindbloom  read  the  report  of  the  Reference 
Committee  concerning  Resolution  #7,  recommending 
that  the  resolution  be  tabled. 

Dr.  Quinn  moved  to  amend  the  Reference  Com- 
mittee report  concerning  resolution  >7  to  read,  “A 
special  intensive  on-going  committee  be  appointed 
by  the  chairman  of  the  Commission  on  Medical 
Service  which  is  concerned  with  the  affairs  of  the 
Medical  School.”  The  motion  was  seconded  by  Dr. 
Tracy  and  carried. 

Dr.  Ruud  moved  that  Resolution  52  be  accepted. 
The  motion  was  seconded  by  Dr.  Leigh.  Dr.  Daw 
moved  that  the  motion  be  amended  to  include  a 
change  in  the  name  from  South  Dakota  State  Med- 
ical Association  to  South  Dakota  State  Medical  and 
Osteopathic  Association.  The  motion  was  seconded 
by  Dr.  Begley.  Dr.  Giebink  moved  that  the  amend- 
ment proposed  by  Dr.  Daw  be  tabled;  a vote  was 
called  and  the  motion  carried.  Dr.  Auskaps  moved 
that  the  House  accept  a substitute  motion  in  that 
Resolution  £2  be  referred  to  the  Commission  on  Legis- 
lation and  Governmental  Relations  for  further  study. 
The  motion  was  seconded  by  Dr.  Mabee.  Dr.  Lush- 
bough  moved  that  an  amendment  to  the  substitute 
motion,  which  would  refer  this  resolution  to  the 
Commission  on  Liaison  with  Allied  Organizations 
and  that  a special  subcommittee  from  this  Commis- 
sion work  with  the  Osteopathic  Association,  be  ac- 
cepted by  the  House.  The  motion  was  seconded  by 
Dr.  Tracy  and  carried.  The  substitute  motion  as 
amended  was  then  voted  on  and  carried. 

Dr.  Taylor  moved  that  the  Reference  Committee 
report  pertaining  to  Resolution  £8  be  accepted.  The 
motion  was  seconded  and  carried. 

Dr.  Rosa  moved  that  the  House  adopt  the  report  of 
the  Reference  Committee  as  amended.  The  motion 
was  seconded  by  Dr.  Auskaps  and  carried. 
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Dr.  Giebink  read  the  report  of  the  Reference  Com- 
mittee on  the  Commissions  on  Scientific  Medicine, 
Internal  Affairs  and  Legislation  and  Governmental 
Relations. 

REPORT  OF  THE  REFERENCE  COMMITTEE  ON 
THE  COMMISSIONS  ON  SCIENTIFIC  MEDICINE, 
INTERNAL  AFFAIRS  AND  LEGISLATION  AND 
GOVERNMENTAL  RELATIONS 

Resolution  %l  concerning  the  limitation  of  offices 
held  in  the  South  Dakota  State  Medical  Association 
was  considered.  The  Committee  recommended  that 
the  House  of  Delegates  accept  this  resolution  with 
the  following  changes: 

THEREFORE  BE  IT  RESOLVED,  that  the  House 
of  Delegates  consider  an  addition  to  the  Bylaws  of 
said  Association  to  the  effect  that  “No  Officer  or 
Councilor  shall  be  permitted  to  serve  simultaneously 
as  a chairman  of  a Commission  or  Reference  Com- 
mittee of  the  South  Dakota  State  Medical  Associa- 
tion or  to  serve  simultaneously  as  an  Officer  and 
Councilor  or  to  serve  in  more  than  one  Officer  posi- 
tion except  there  shall  be  no  restriction  as  to  whom 
may  serve  as  delegate  or  alternate  delegate  to  the 
American  Medical  Association.” 

Resolution  £4  concerning  the  inconsistencies  of 
House  Bill  760  and  Comprehensive  Health  Planning 
was  considered.  The  Committee  recommended  that 
the  House  of  Delegates  not  accept  this  resolution. 

The  Committee  considered  the  report  of  the  Com- 
mission on  Legislation  and  Governmental  Relations 
and  recommended  that  this  report  be  accepted  by 
the  House  of  Delegates. 

The  Committee  considered  the  report  of  the  Com- 
mission on  Scientific  Medicine  and  recommended  that 
this  report  be  accepted  by  the  House  of  Delegates. 

The  Committee  considered  the  report  of  the  Com- 
mission on  Internal  Affairs  and  recommended  that 
this  report  be  accepted  by  the  House  of  Delegates. 
The  Committee  recommended  that  a study  be  under- 
taken on  the  item,  legislative  expense,  to  see  if  hiring 
a lobbyist  to  handle  the  Association’s  business  is  less 
expensive  than  utilizing  staff  personnel  in  Pierre. 
The  Committee  also  requested  that  the  items,  dues 
and  subscriptions,  employee  relations  and  telephone 
expense  regarding  the  Watt  lines  be  explained. 
Respectfully  submitted, 

REFERENCE  COMMITTEE  ON 
COMMISSIONS  ON 
SCIENTIFIC  MEDICINE, 

INTERNAL  AFFAIRS, 
LEGISLATION  AND 
GOVERNMENTAL  RELATIONS 
R.  R.  Giebink,  M.D.,  Chairman 
Donald  Scheller,  M.D. 

Harold  Lowe,  M.D. 

Michael  McVay, 

Student  Representative 

Dr.  Giebink  moved  that  the  House  adopt  Resolu- 
tion :i  as  amended  by  the  Reference  Committee.  The 
motion  was  seconded  by  Dr.  Tracy  and  carried. 

Dr.  Giebink  moved  that  the  Reference  Committee 
report  concerning  Resolution  14  be  accepted  and  that 
this  resolution  not  be  passed.  The  motion  was  sec- 
onded by  Dr.  Lushbough  and  carried. 

Dr.  Honke  moved  that  the  House  accept  the  Ref- 
erence Committee  reports  on  the  Commission  on 
Legislation  and  Governmental  Relations  and  the 
Commission  on  Scientific  Medicine.  The  motion  was 
seconded  by  Dr.  Ortmeier  and  carried. 

Dr.  Cosand  moved  that  the  Reference  Committee 
report  of  the  Commission  on  Internal  Affairs  be 
amended  and  that  the  section,  “The  Committee 
recommended  that  a study  be  undertaken  on  the 
item,  legislative  expense,  to  see  if  hiring  a lobbyist 
to  handle  the  Association’s  business  is  less  expensive 
and  as  effective  as  utilizing  staff  personnel  in  Pierre,” 
be  deleted.  The  motion  was  seconded  by  Dr.  Tracy 
and  carried.  Dr.  Belatti  moved  that  the  Reference 
Committee  report  of  the  Commission  on  Internal 
Affairs  be  amended  and  that  the  section,  “The  Com- 
mittee also  requested  that  the  items,  dues  and  sub- 
scriptions, employee  relations  and  telephone  expense 


regarding  the  Watt  lines  be  explained,”  be  deleted. 
The  motion  was  seconded  by  Dr.  Leigh  and  carried. 
Dr.  Tracy  moved  to  accept  the  Reference  Committee 
report  as  amended.  The  motion  was  seconded  by 
Dr.  Lietzke  and  carried. 

The  House  considered  the  nominations  for  delegate 
and  alternate  delegate  to  the  American  Medical  Asso- 
ciation. Dr.  Belatti  moved  that  a unanimous  ballot  be 
cast  for  Dr.  Quinn  as  delegate  and  Dr.  Stransky  as 
alternate  delegate  to  the  American  Medical  Associa- 
tion. The  motion  was  seconded  by  Dr.  Bartron  and 
carried. 

The  report  of  the  Reference  Committee  on  Special 
Committees  and  Miscellaneous  Business  was  read 
by  Dr.  Ortmeier. 

REPORT  OF  THE  REFERENCE  COMMITTEE  ON 
REPORTS  OF  SPECIAL  COMMITTEES  AND 
MISCELLANEOUS  BUSINESS 

The  Reference  Committee  considered  the  report 
of  the  Grievance  Committee  and  recommends  the 
acceptance  of  this  report. 

The  Reference  Committee  considered  the  report  of 
the  Executive  Committee  and  recommends  the  ac- 
ceptance of  this  report. 

The  Reference  Committee  considered  the  report 
of  the  State  Utilization  and  Review  Committee.  The 
Reference  Committee  recommends  the  acceptance  of 
this  report.  The  Reference  Committee  agrees  unan- 
imously that  first  priority  must  be  given  to  the  prob- 
lems of  utilization  and  review  and  recommends 
strongly  that  the  House  of  Delegates  instruct  the 
Council  to  direct  its  attention  to  implementing  the 
development  of  functioning  utilization  and  review 
committees  in  every  hospital,  in  every  district,  no 
matter  how  small,  and  to  streamlining  the  functions 
of  the  State  Utilization  and  Review  Committee  to 
utilize  the  hospital  and  district  utilization  and  review 
committees  effectively. 

The  Reference  Committee  considered  resolution  #3 
concerning  the  combining  of  the  Commission  on 
Communications  and  the  Commission  on  Liaison  with 
Allied  Organizations.  The  Committee  recommends  the 
adoption  of  this  resolution. 

The  Reference  Committee  considered  resolution  #5 
concerning  the  Utilization  and  Review  procedures. 
The  Committee  recommends  that  the  “Resolved”  be 
amended  to  read  as  follows: 

“Therefore,  Be  It  Resolved  by  the  South  Dakota 
State  Medical  Association  that  a physician  is  entitled 
to  a daily  fee  for  services  by  hospitalized  patients,  as 
long  as  such  hospitalization  is  certified  to  be  neces- 
sary by  the  local  utilization  committee  and  deemed 
to  be  necessary  by  the  State  Utilization  and  Review 
Committee.” 

The  Committee  considered  resolution  #6  concerning 
the  shortage  of  health  care  personnel  in  South  Da- 
kota. The  Committee  recommends  that  the  phrase 
“tax  relief  or  otherwise”  be  deleted  from  the  last 
paragraph  of  this  resolution.  The  Committee  recom- 
mends that  this  resolution  be  adopted  as  amended. 
The  Committee  also  strongly  recommends  that  the 
University  of  South  Dakota  be  urged  to  continue  with 
the  development  of  training  programs  for  paramedical 
personnel  to  relieve  the  rural  health  personnel  short- 
age which  exists  in  the  state  of  South  Dakota. 

Respectfully  submitted, 

REFERENCE  COMMITTEE  ON 
REPORTS  OF  SPECIAL 
COMMITTEES  AND 
MISCELLANEOUS  BUSINESS 
Dennis  Ortmeier,  M.D.,  Chairman 
Harvard  Lewis,  M.D. 

M.  R.  Cosand,  M.D. 

Dr.  Daw  moved  that  the  report  of  the  Reference 
Committee  on  reports  of  Special  Committees  and 
Miscellaneous  Business  be  accepted.  The  motion  was 
seconded  by  Dr.  Lewis  and  carried. 

Dr.  Hayes  briefly  reported  on  the  Regional  Medical 
Program  as  it  pertains  to  the  separation  of  South 
Dakota  and  Nebraska. 

Dr.  Elston  administered  the  Oath  of  Office  to  Dr. 
J.  A.  Muggly,  the  newly  elected  president.  Dr.  Quinn 
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presented  the  Robert  Hayes  gavel  to  Dr.  Muggly. 

Dr.  Elston  introduced  the  new  officers  including 
Dr.  G.  Robert  Bartron,  president-elect;  Dr.  W.  R. 
Taylor,  vice-president;  Dr.  R.  H.  Quinn,  AMA  dele- 
gate; Dr.  John  Stransky,  alternate  delegate  to  the 
AMA  and  himself  as  Speaker  of  the  House. 

Dr.  Reding  thanked  the  members  of  the  State  Med- 
ical Association  for  the  opportunity  he  has  had  to 
serve  as  alternate  delegate  and  delegate  to  the 
American  Medical  Association  in  the  past  year. 

The  meeting  adjourned  at  3:30  P.M. 


PRESIDENTIAL  OATH  OF  OFFICE 

I solemnly  swear  that  I shall  carry  out  the  duties 
of  the  President  of  the  South  Dakota  State  Medical 
Association  to  the  best  of  my  ability.  I shall  strive 
constantly  to  maintain  the  ethics  of  the  medical  pro- 
fession and  to  promote  the  public  health  and  welfare. 
I shall  dedicate  myself  and  my  office  to  improving 
health  standards  and  to  the  task  of  bringing  increas- 
ingly improved  medical  care  to  the  people  of  South 
Dakota.  I shall  uphold  the  Constitution  and  Bylaws 
of  the  AMA  and  the  South  Dakota  State  Medical  As- 
sociation. I shall  champion  the  cause  of  freedom  in 
medical  practice  and  freedom  for  all  my  fellow  Amer- 
icans. 

I do  solemnly  swear  that  I will  discharge  the  duties 
of  this  office  to  the  best  of  my  ability,  so  help  me 
God. 

REMARKS  OF  THE  PRESIDENT 
Annual  Meeting  Banquet 
May  23,  1970 

This  evening  should  be  a happy  meeting  and  a 
joyous  occasion  and  that  it  is. 

However,  as  your  outgoing  president,  I feel  I would 
be  remiss  if  I did  not  take  this  last  occasion  to  present 
once  again  what  I see  in  my  crystal  ball.  The 
latter  is  one  of  the  tools  presented  to  your  president 
by  the  government  during  the  last  few  months  of  his 
term  in  office.  I take  this  occasion  to  reiterate  the 
warning  signs  that  fill  the  air  because  it  is  believed 
that  the  ladies  also  should  be  well  informed  on  med- 
icine’s future. 

American  medicine  has  come  under  even  greater 
governmental  control  during  the  past  year.  There  is 
much  more  to  come. 

Organized  medicine  has  put  up  a valiant  but  losing 
battle  to  combat  the  forces  opposed  to  our  form  of 
the  health  delivery  system.  The  odds  and  the  power 
are  stacked  against  us.  We  are  up  against  a mis- 
informed public  — the  misaligned  news  media  — the 
unions  — and  the  government  — plus  a very  hard 
core  of  our  own  profession  who  wish  to  see  a change. 

We  are  facing  a team  with  thousands  of  full  time 
individuals  who  have  been  working  for  years  to  put 
us  in  this  compromising  position. 

We  are  not  completely  free  of  blame  — our  spirit  of 
camaraderie  has  been  poor.  There  has  been  no  unan- 
imity of  plans  to  face  the  future  and  it  is  believed 
that  this  results  from  our  historical  independence. 
We  have  no  “flair  for  medical  politics”  nor  time  to 
enter  into  the  battle. 

God  bless  those,  however,  who  have  taken  active 
steps  to  at  least  forestall  the  trend  that  now  seems 
inevitable  and  this  includes  the  many  in  this  organ- 
ization who  have  been  so  involved. 

Out  comes  the  crystal  ball  — 

As  president  of  this  association  one  receives  stag- 
gering amounts  of  mail  and  communications.  One  is 
forced  into  a voluminous  number  of  meetings  of  all 
sorts.  One  visits  with  people  of  all  positions:  The 
public,  the  profession,  the  educators,  paramedical  and 
hospital  people  and  above  all,  members  of  the  various 
governmental  agencies. 

Add  it  all  up  and  it  comes  out  as  follows: 

Prepayment  plan  group  practice  — closed  panel 

medicine  is  here  — it  is  here  to  stay. 

Bills  are  now  in  Congress  authorizing  the  govern- 
ment to  become  involved  in  this  system  of  health 
care  delivery.  These  bills  will  not  pass  this  year  I am 
told,  but  the  odds  are  for  early  and  easy  passage  next 
year. 


Remember,  this  is  the  group,  the  hospitals,  labs,  etc., 
entering  into  a package  program  on  a capitation  basis 
for  the  full  health  care  of  an  individual,  a family,  or 
a segment  of  the  population. 

The  contracts  at  the  onset  will  be  negotiable.  But 
we  have  been  hearing  about  national  health  insur- 
ance! The  recent  television  programs  and  union 
pressures  leave  little  doubt  in  one’s  mind  that  this 
too  is  soon  to  be  a reality.  The  two  programs  dovetail. 
Then  negotiations  become  a oneway  street  as  we 
in  this  state  have  seen  most  recently  in  our  dealings 
with  the  Social  Security  Administration. 

The  timetable  reads  as  follows: 

1971  — Bills  to  pass  Congress 

1973  or  1974  — ■ These  programs  will  be  highly 
operational.  The  American  Hospital  Association 
planning  committee  is  already  making  arrange- 
ments for  this  shift  and  are  so  advising  their  mem- 
bership. 

1975  — All  of  us  in  the  private  practice  of  medicine 
— as  we  know  it  today — will  have  felt  the  squeeze. 
The  larger  groups  will  have  already  succumbed  and 
I cannot  blame  them  for  so  thinking  and  so  plan- 
ning. 

This  is  not  a wolf,  wolf  cry.  It  has  been  my  priv- 
ilege in  the  last  two  months  to  visit  with  members  of 
HIBAC,  the  AHA  planning  committee,  AMA  officials 
and  men  in  HEW.  They  all  have  the  same  timetable. 

If  there  remains  any  doubt  in  anyone’s  mind  as  to 
the  future,  please  — and  I encourage  you  to  do  so  — 
attend  the  forthcoming  meetings  in  Sioux  Falls  June 
4th  and  5th  on  health  care  delivery. 

And  what  do  we  do  now? 

Above  all,  the  MD  must  stay  in  the  driver’s  seat! 
He  must  become  involved  in  planning  and  in  shaping 
the  future  care  of  our  citizens.  Historically,  he  has 
been  the  leader  of  the  health  care  team  but  there  are 
many  individuals  and  organizations  in  powerful  posi- 
tions that  feel  differently.  This  means  that  each  and 
every  one  of  us  must  become  knowledgeable  in  what 
is  transpiring.  We  must  take  an  active,  understanding 
and  realistic  approach  and  become  involved,  even 
though,  it  is  against  our  most  conservative  views. 

Many  of  you  are  thinking  that  I have  been  brain- 
washed in  one  year.  I might  answer  yes  to  that  — but 
it  is  not  brainwashed  — it  is  informed.  I do  not 
swallow  this  bitter  pill  any  easier  than  the  most 
conservative,  independent  man  or  woman  in  this 
room.  I do  not  preach  a defeatist  attitude — in  fact 
I would  wish  for  a concerted  effort  on  the  part  of 
each  individual  member  to  try  and  swing  the  tend- 
ency back  to  the  right.  This  can  best  be  done  by  in- 
forming our  patients  and  above  all  our  colleagues  so 
that  they  too  understand  the  situation.  That  they  too 
understand  the  consequences  of  what  is  happening. 
No  one  can  ever  make  me  believe  that  this  form  of 
medical  care  can  compare  in  any  form  to  that  of  our 
free  enterprise  system.  (From  a quality  or  financial 
standpoint.)  Be  sure  and  remind  our  South  Dakota 
patients  how  Social  Security  has  cut  back  their  re- 
imbursements and  has  increased  their  premiums.  It 
may  give  them  some  foresight. 

I wish  to  thank  all  of  you  once  again  for  allowing 
me  to  serve  as  your  president.  A special  thanks  goes 
to  the  untiring  efforts  of  the  officers,  councilors,  com- 
mission chairmen,  commission  members,  district  of- 
ficers and  to  all  the  members  of  the  many  special 
committees  who  have  served  so  diligently. 

This  year  would  have  been  impossible  without  the 
dedicated  services  of  your  staff,  Mr.  Erickson,  Patty 
Butler,  Jan  and  Bob  and  with  the  cooperation  of 
Dick’s  Blue  Shield  executives  who  have  served  the 
common  good  of  medicine  untiringly.  They  are  loyal 
to  each  and  every  one  of  you  and  do  and  will  protect 
you  at  all  costs  within  the  limits  of  the  law.  For  the 
money,  we  are  getting  Neiman  Marcus  merchandise 
at  bargain  basement  costs.  Believe  me,  I know! 

And  to  my  wife  and  family  — thanks  for  being  so 
patient  and  so  understanding  — after  tomorrow,  I am 
coming  home. 

R.  H.  Quinn,  M.D. 

Sioux  Falls,  S.  D. 
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REPORT  OF  THE  PRESIDENT 

Your  president  has  attended  both  the  clinical  ses- 
sion and  the  annual  session  of  the  American  Medical 
Association.  He  has  attended  all  of  the  council  meet- 
ings and  many  of  the  commission  meetings.  Visita- 
tions to  each  of  the  districts  in  the  South  Dakota 
Medical  Association  have  been  carried  out.  He  has 
acted  as  chairman  of  the  Regional  Advisory  Group 
of  the  Nebraska-South  Dakota  Regional  Medical  Pro- 
gram. 

This  has  been  a trying  year  for  the  South  Dakota 
Medical  Association  and  all  other  medical  associations 
throughout  the  country.  We  have  had  to  look  forward 
at  the  probable  advent  of  more  government  inter- 
vention in  the  health  care  field  and  the  uncalled  for 
derogatory  publicity  received  by  our  profession. 

News  releases  were  made  at  pertinent  intervals  to 
attempt  to  offset  some  of  the  misleading  publicity. 

Talks  were  given  before  many  groups  in  the  state 
to  attempt  to  upgrade  the  public  image  of  our  pro- 
fession. 

Lines  of  communication  were  kept  open  between 
all  allied  organizations. 

Close  liaison  between  the  governor's  office  and 
the  South  Dakota  Medical  Association  was  attempted. 

The  South  Dakota  Medical  Association  and  the 
University  of  South  Dakota  School  of  Medicine  had  a 
very  close  relationship  this  year  thanks  to  Dean 
George  Knabe  and  his  staff,  the  members  of  the  Ad 
Hoc  committee,  and  all  members  of  our  association. 
Attempts  are  being  made  to  separate  the  union  of 
Nebraska  and  South  Dakota  Regional  Medical  Pro- 
grams. At  the  time  of  this  publication,  we  are  await- 
ing a report  from  the  National  Advisory  Committee. 

This  was  a very  successful  year  for  the  South  Da- 
kota State  Medical  Association  in  regard  to  legis- 
lation sponsored  or  supported  by  our  group. 

This  has  been  a long  year  and  a hard  year  but 
there  have  been  a multitude  of  enjoyable  instances 
that  offset  the  problems.  I have  met  many  of  the 
members  of  the  association  for  the  first  time  and  have 
renewed  acquaintances  with  many  of  my  friends 
throughout  the  state.  I wish  to  thank  all  of  the  dis- 
tricts for  their  royal  hospitality  and  for  their  true 
cooperation. 

My  never  ending  thanks  will  go  to  the  staff  of  the 
South  Dakota  Medical  Association  — to  the  officers 
and  members  of  the  executive  committee  — to  the 
councilors  and  members  of  the  various  commissions. 
Without  their  advice,  cooperation  and  untiring  help, 
this  office  would  cease  to  function. 

Again,  I wish  to  thank  each  individual  member  for 
his  confidence  and  loyalty  to  me  and  to  the  South 
Dakota  Medical  Association.  I am  proud  to  have 
served  as  your  president. 

Respectfully  submitted, 

Robert  H.  Quinn,  M.D. 

President 

The  Report  of  the  President  was  reviewed  and  studied. 
The  Committee  noted  he  had  an  extremely  busy  year.  The 
Committee  commended  him  for  his  efforts  in  improving  the 
image  of  the  Medical  Association  as  well  as  his  continuing 
light  against  Governmental  intervention. 


REPORT  OF  THE  PRESIDENT-ELECT 

During  the  past  year  I have  attended  the  regular 
Council  meetings  and  the  meetings  of  the  Medical 
School  Endowment  Fund  Committee. 

As  a member  of  the  Executive  Committee  of  the 
Regional  Medical  Program,  I attended  meetings  in 
Sioux  Falls  and  in  Omaha. 

I attended  the  A.M.A.  meeting  in  Denver,  attended 
a pre- A.M.A.  convention  meeting  on  Utilization  and 
Peer  Review. 

I have  served  on  the  Governor’s  Health  Advisory 
Committee  having  attended  meetings  at  Pierre,  and 
the  Rural  Health  Conference  at  Pierre  in  November. 

During  the  past  few  months  my  activities  have 
been  limited  due  to  an  illness  in  my  family. 

Respectfully  submitted, 

J.  A.  Muggly,  M.D. 
President-Elect 

The  Committee  reviewed  the  report  of  the  President  Elect 
and  recommends  its  approval.  The  Committee  wishes  to 


extend  to  Dr.  Muggly  its  best  wishes  for  the  coming  year. 


REPORT  OF  THE  VICE  PRESIDENT 

As  Vice  President,  I attended  the  Council  meetings 
during  the  past  year.  No  specific  duties  have  been 
assigned  to  the  Vice  President. 

Respectfully  submitted, 

G.  Robert  Bartron,  M.D. 

Vice  President 

The  Committee  reviewed  the  report  of  the  Vice  President 
and  recommends  its  approval. 


REPORT  OF  THE  SECRETARY-TREASURER 

As  your  officer,  I attended  the  first  meeting  of  the 
Budget  and  Audit  Committee  at  the  Guest  House 
Motel  in  Watertown,  on  June  9,  1969,  and  the  second 
at  our  Executive  Office  in  Sioux  Falls,  on  November 
19,  1969.  I attended  the  Council  meetings  during  the 
year. 

The  other  duties  of  my  office  were  carried  out  with 
the  assistance  of  our  competent  executive  secretary, 
Richard  C.  Erickson,  and  the  staff  at  the  association 
office. 

Respectfully  submitted, 

A.  P.  Reding,  M.D. 

Secretary-Treasurer 

The  Committee  reviewed  the  report  of  the  Secretary- 
Treasurer  and  recommends  its  approval. 


REPORT  OF  THE  AMA  DELEGATE  AND 
ALTERNATE  DELEGATE 

The  118th  annual  convention  of  the  American  Med- 
ical Association  was  held  in  New  York  City  on  July 
13-17,  1969.  The  23rd  annual  clinical  convention  was 
held  in  Denver,  Colorado,  on  November  30-Decem- 
ber  3,  1969.  We  represented  the  association  during 
the  House  of  Delegates  meetings  at  these  conventions. 

After  each  of  these  meetings,  a summary  of  the 
actions  of  the  House  of  Delegates  was  mailed  to  each 
member  of  the  state  association  from  the  executive 
office.  Detailed  reports  were  also  published  in  the 
AMA  News  and  the  JAMA.  Other  important  in- 
formation was  either  sent  out  to  the  members  by 
special  letter  or  included  in  the  Grab  Bag  from  the 
office  of  the  executive  secretary. 

Any  members  of  the  South  Dakota  Medical  Asso- 
ciation attending  either  the  Annual  AMA  Convention 
or  the  Clinical  Convention  are  more  than  welcome  — 
in  fact  encouraged  — to  attend  the  House  of  Dele- 
gates meetings  and  actively  participate  in  the  Ref- 
erence Committee  hearings. 

Respectfully  submitted, 

A.  P.  Reding,  M.D. 

Delegate  to  AMA 
R.  H.  Quinn,  M.D. 

Alternate  Delegate  to  AMA 

The  Committee  studied  the  report  of  the  AMA  Delegate 
and  Alternate  Delegate  and  commended  them  both  for 
efforts  on  behalf  of  our  Association. 


REPORT  OF  THE  SPEAKER  OF  THE  HOUSE 

As  Speaker  of  the  House  of  Delegates,  I attended 
all  meetings  of  the  South  Dakota  State  Medical 
Association’s  Council,  but  had  no  definite  duties 
during  the  year  in  that  capacity. 

Respectfully  submitted, 

Clark  Johnson,  M.D. 

Speaker  of  the  House 

The  Committee  reviewed  the  report  of  the  Speaker  of  the 
House  and  recommended  its  approval. 


REPORT  OF  THE  COUNCILOR  AT  LARGE 

As  Councilor  at  Large  I have  no  specific  matters 
to  report  to  the  House  of  Delegates.  I have  attended 
the  meetings  and  participated  in  the  deliberations 
of  the  Council  and  the  Association.  I have  also  con- 
tinued as  a member  of  the  South  Dakota-Nebraska 
RMP  Advisory  Group. 

Respectfully  submitted, 

John  T.  Elston,  M.D. 

Councilor  at  Large 

The  Committee  reviewed  the  report  of  the  Councilor  at 
Large  and  recommended  its  approval. 
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REPORT  OF  THE  EXECUTIVE  SECRETARY 

During  the  past  years  the  Executive  Secretary’s 
report  has  been  rather  long  and  involved.  In  an 
attempt  to  streamline  your  annual  meeting,  we  have 
attempted  to  shorten  this  report.  If,  after  reviewing 
the  report,  you  feel  that  a more  detailed  report  is 
warranted,  we  will  revert  back  to  the  old  format  in 
1971. 

Liaison  with  District  Societies 

The  President  and  Dean  of  the  Medical  School, 
along  with  staff,  met  with  all  twelve  of  the  districts 
at  least  once  during  the  year.  Some  districts  continue 
to  fall  short  of  the  recommended  minimum  of  three 
meetings  per  year.  The  Dean  should  be  commended 
for  taking  the  time  to  travel  to  the  districts  and  dis- 
cuss the  Medical  School. 

Public  and  Professional  Relations 

The  Association’s  public  and  professional  relations 
program  this  year  was  aimed  primarily  at  acquainting 
all  of  South  Dakota  with  the  problems  of  the 
Medical  School  and  the  need  for  ongoing  support.  We 
believe  we  accomplished  this  task.  “Drug  Abuse” 
was  and  will  continue  to  be  a major  task  for  our 
organization.  Yearly  events  such  as  Community 
Health  Week,  state  fair  booth,  loans,  scholarships, 
science  fairs,  speeches  and  representation  at  state  and 
national  meetings  were  carried  on  by  both  staff  and 
physicians.  Staff  travel,  combined,  exceeded  60,000 
miles  and  total  meetings  attended  exceeded  75.  In 
addition,  many  of  our  physicians  were  involved  in 
meetings  representing  the  Association.  We  also  note 
that  many  physicians  are  becoming  involved  in 
speaking  engagements,  meetings,  boards,  etc.  at  the 
local  level  and  this  in  itself  is  the  best  possible  public 
relations  that  medicine  can  enjoy. 

Headquarters  Building 

No  new  additions  were  added  to  the  building  in 
1969,  but  a 2,200  foot  addition  has  been  approved  by 
the  Executive  Committee  which  will  be  completed 
by  late  summer.  The  addition  will  be  financed  by 
Blue  Shield,  as  have  the  previous  two  additions. 
Space  is  critical  in  the  building,  mainly  due  to  in- 
creased need  for  storage,  Blue  Shield  desk  space,  and 
meeting  room  for  staff,  committees  and  boards.  All 
interest  ($3,356)  was  paid  this  year,  plus  notes  and 
principal  in  the  amount  of  $10,580. 

Commissions  and  Committees 

All  Commissions  met  twice  during  the  year  and  of 
course  have  reported  directly  to  the  House  on  their 
activities.  A proposal  is  before  the  House  whereby 
the  Commission  on  Liaison  with  Allied  Organizations 
and  the  Commission  on  Communications  could  be 
merged  thus  giving  a reasonable  work  load  to  the 
single  commission.  An  outstanding  job  has  been  car- 
ried on  by  the  Utilization  and  Review  Committee  and 
the  Medical  School  Ad  Hoc  Committee  and  these 
two  committees  are  to  be  commended. 

Legislation 

During  the  1970  legislative  session,  the  Medical 
Association  was  involved  in  some  20  bills  dealing 
with  some  phase  of  health.  Our  main  concern  was 
the  funding  of  the  Medical  School  and  we  were  suc- 
cessful in  obtaining  an  $825,000  appropriation.  A 
full  report  on  all  bills  will  be  contained  in  the  Com- 
mission report.  Our  four  physician  legislators  should 
be  commended  for  their  work  during  the  year. 

Blue  Shield  and  Governmental  Programs 

The  continued  socio-economic  impact  of  Blue  Shield 
on  the  practice  of  medicine  is  recognized  by  most 
of  the  physicians  in  the  state.  In  1969  Blue  Shield 
processed  and  paid  claims  totaling  $6,300,000  as 
compared  to  $5,700,000  last  year.  During  that  same 
period  our  reserves  grew  $260,000  placing  Blue  Shield 
in  a strong  financial  position.  It  goes  without  saying 
that  Blue  Shield’s  performance  must  be  of  the  highest 
quality.  The  attention  of  our  physicians,  govern- 
mental agencies  and  regulatory  bodies  is  focused  on 
this  organization.  Our  failure  can  do  nothing  but 
bring  about  complete  control  of  prepayment  by  the 
government.  Your  Blue  Shield  Board  and  staff  are 
dedicated  to  medicine  and  this  dedication  should  be 
recognized. 


Journal  of  Medicine 

The  Journal  has,  in  fact,  had  an  excellent  year  and 
projecting  the  surplus  as  of  March  to  May,  it  would 
appear  that  we  will  sustain  a gain  (surplus)  of  ap- 
proximately $1,500.  At  a recent  National  Journal 
Conference  it  was  pointed  out  that  the  South  Dakota 
Journal  was  one  of  four  that  was  in  the  “black”  and 
our  Journal  was  one  of  eight  that  had  a perfect  record 
(no  mistakes)  in  placing  ads  and  ad  copy  in  our 
magazine.  Your  editor,  Dr.  Van  Demark,  deserves 
the  praise  of  all  for  his  untiring  work  in  heading  your 
publication  staff. 

Summary 

Your  Association  has  had  a long,  but  fruitful  year. 
Many  things  have  been  accomplished,  and  yet  more 
must  be  done  to  improve  the  Association  and  the 
image  of  medicine  in  South  Dakota.  We  are  a service 
organization,  dedicated  to  providing  services  to  not 
only  our  members,  but  to  all  South  Dakotans. 

As  we’ve  said  in  the  past,  the  best  public  relations 
is  generated  by  the  individual  physician  at  the  local 
level.  Your  officers  and  councilors  continued  to  put 
forth  the  effort  needed  to  make  any  organization 
viable  and  they  are  to  be  congratulated.  A special 
thanks  to  Dr.  Robert  Quinn,  who  during  his  presi- 
dency made  this  Association  a leader  of  organizations 
in  the  State.  He  really  did  a job! 

Respectfully  submitted, 

Richard  C.  Erickson 
Executive  Secretary 

The  Committee  reviewed  the  report  of  the  Executive 
Secretary.  The  Committee  commends  him  for  activities  on 
our  behalf,  especially  for  his  role  in  drug  abuse  and  public 
relations  efforts  (in  light  of  the  recent  uncomplimentary 
television  shows).  The  Committee  also  commends  him,  along 
with  the  four  physician  legislators , for  their  efforts  in  pass- 
age of  bills  during  the  year. 


REPORT  OF  THE  COUNCILOR 
FIRST  DISTRICT 

Fifty  members  were  registered  for  the  year  1969. 

Monthly  meetings  were  held  on  the  first  Wednesday 
of  each  month,  excluding  the  months  of  June,  July 
and  August  during  the  year  1969. 

On  January  8,  1969,  a meeting  was  held  during  a 
blizzard  and  only  eight  members  were  present.  The 
speaker  was  unable  to  arrive.  On  February  5,  1969, 
the  meeting  was  held  at  the  Aberdeen  Country  Club 
and  again  the  speaker  was  unable  to  arrive  because 
of  a second  blizzard.  On  March  5,  1969,  Dr.  Eberhard 
Heinrichs  of  Watertown  presented  a program  in  re- 
gard to  Head  Start.  On  April  2,  a program  was  pre- 
sented by  Dr.  Gerald  Tracy  of  Watertown,  in  regard 
to  current  thinking  in  tuberculosis.  On  May  7,  1969, 
the  meeting  was  held  again  at  the  Aberdeen  Country 
Club  and  the  program  was  presented  by  Dr.  Paul 
Andreini  of  the  Mayo  Clinic  who  presented  a paper 
in  regard  to  gout  and  hyperuricemia. 

After  a three  month  summer  recess  the  District 
Medical  Association  convened  on  September  3,  1969, 
in  conjunction  with  the  Women’s  Auxiliary.  Dr. 
Pranab  Mitra  presented  a program  in  regard  to  psy- 
chological problems  in  children.  The  October  meet- 
ing was  held  October  1,  1969,  and  Mr.  Erickson, 
executive  secretary  of  the  South  Dakota  State  Med- 
ical Association,  was  present  and  presented  a dis- 
cussion in  regard  to  the  medical  school;  Dr.  Robert 
Quinn  of  Sioux  Falls,  president  of  the  South  Dakota 
State  Medical  Association,  presented  a discussion 
about  the  regional  medical  program.  On  November 
5,  1969,  a movie  on  Aldosterone  was  presented  fol- 
lowing the  business  meeting. 

On  December  3,  1969,  the  annual  business  meeting 
and  election  of  officers  was  held.  Officers  for  the 
year  1970  then  elected  were  President  — J.  C.  Rodine, 
M.D.,  Aberdeen;  Vice  President  — M.  E.  Sanders, 
M.D.,  Redfield;  Secretary-Treasurer  — - K.  H.  Kosse, 
M.D.,  Aberdeen;  Board  of  Censors — Karlis  Zvejnieks, 
M.D.,  W.  R.  Taylor,  M.D.,  and  J.  A.  Eckrich,  Jr.,  M.D.; 
Delegates  to  the  Annual  Meeting  — Samuel  Rosa, 
M.D.,  Redfield;  J.  A.  Eckrich,  Jr.,  M.D.,  Aberdeen; 
and  Alfred  Shousha,  M.D.,  Britton.  Alternate  dele- 
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gates  — Thomas  Bunker,  M.D.,  G.  H.  Steele,  M.D., 
and  Winston  Odland,  M.D. 

Respectfully  submitted, 

W.  R.  Taylor,  M.D. 

Councilor 
First  District 

The  report  of  the  Councilor  from  District  I was  studied. 
The  Committee  would  encourage  the  Aberdeen  District  to 
consult  the  local  Weather  Bureau  before  scheduling  District 
meetings  in  January  and  February.  The  Committee  recom- 
mends acceptance  of  the  report. 


REPORT  OF  THE  COUNCILOR 
SECOND  DISTRICT 

The  Second  District,  or  Watertown  District  Med- 
ical Society,  met  on  the  first  Tuesday  of  each  month 
excluding  June,  July,  and  August.  Reports  have  pre- 
viously been  given  through  March  of  1969. 

The  April,  1969,  meeting  saw  a program  being  pre- 
sented by  Dr.  S.  W.  Allen,  Chairman  of  our  Disaster 
Planning  Committee,  consisting  of  a slide  program 
with  narration  on  disaster  planning  including  util- 
ization of  a temporary  portable  hospital. 

The  May,  1969,  meeting  program  was  presented 
by  Dr.  Joseph  Kiser,  a cardiovascular  surgeon  from 
Minneapolis  on  “Problems  in  Cardiovascular  Sur- 
gery.” In  addition,  the  delegates  to  the  annual  meet- 
ing were  instructed. 

In  May  the  Watertown  District  hosted  the  Annual 
Meeting  of  the  South  Dakota  State  Medical  Associa- 
tion. 

Meetings  were  resumed  in  the  fall.  At  the  Septem- 
ber meeting  Dr.  James  Rud,  pathologist  to  be  asso- 
ciated with  Dr.  Alden  Heupel,  was  welcomed  to  the 
district.  The  program  consisted  of  a movie  from  the 
Ayerst  Company  regarding  the  use  of  estrogen  in 
post-menopausal  women. 

At  the  October  meeting  we  welcomed  our  state 
President,  Dr.  Quinn,  accompanied  by  Executive 
Secretary,  Richard  Erickson,  the  Dean  of  the  Med- 
ical School,  Dr.  Knabe,  and  Public  Relations  Director, 
Bob  Johnson,  at  the  annual  official  visitation. 

At  the  November  meeting  a program  was  presented 
on  dermatology  by  Dr.  Douglas  Pay  of  Sioux  Falls. 

At  the  December  meeting  there  was  no  specific 
program.  A memorial  was  voted  for  Dr.  Abner  Wil- 
len,  a member  of  this  district  who  had  died  during 
the  month  of  November.  Officers  were  elected  for 
1970  including  President,  Dr.  James  Larson;  Vice- 
President,  Dr.  Alden  Heupel;  Secretary-Treasurer. 
Dr.  T.  J.  Wrage,  Jr.;  Delegate  for  two  years,  Dr. 
Donald  Fedt. 

At  the  January  meeting  a movie  was  shown  by  Dr. 
E.  H.  Heinrichs  concerning  the  misuse  of  LSD. 

At  the  February,  1970,  meeting  a film  was  pre- 
sented by  Dr.  C.  R.  Stoltz  concerning  congenital  dis- 
location of  the  hip. 

At  the  March,  1970,  meeting  two  resolutions  were 
presented  and  passed  and  voted  to  be  submitted  to  the 
State  Association,  one  concerning  the  simultaneous 
serving  as  an  officer  and  as  a chairman  of  a com- 
mission of  the  State  Association,  the  other  concerning 
the  problems  created  by  the  passage  of  House  Bills 
760,  763,  and  772.  The  program  was  presented  by  Dr. 
Keith  Blaich  of  Piper,  Jaffrey,  and  Hopwood  con- 
cerning various  types  of  investments  for  physicians. 

Respectfully  submitted, 

Gerald  E.  Tracy,  M.D. 

Councilor,  Second  District 

The  Committee  considered  the  report  of  the  Councilor 
from  District  2.  The  Committee  noted  the  loss  of  Dr.  Willen. 
The  Committee  recommends  acceptance  of  the  report. 


REPORT  OF  THE  COUNCILOR 
THIRD  DISTRICT 

The  following  meetings  were  held  by  the  Third 
District  Medical  Society  since  the  last  annual  meet- 
ing of  the  South  Dakota  State  Medical  Association. 

The  Third  District  Medical  Society  met  at  the  City 
Cafe  at  Arlington,  S.  D.,  on  October  23,  1969.  24  mem- 
bers and  guests  were  present.  Dr.  Robert  Quinn, 
president  of  the  South  Dakota  State  Medical  Associa- 


tion, and  Bob  Johnson,  representing  Richard  Erick- 
son, executive  secretary  of  the  South  Dakota  State 
Medical  Association,  were  at  the  meeting  and  made 
presentations  concerning  the  Medical  School  at  the 
University  of  South  Dakota,  future  attendance  at 
Scientific  meetings  within  the  State,  drug  abuse  and 
utilization  review  committees.  An  item  in  regard  to 
charges  of  laboratory  fees  to  patients  was  discussed 
with  no  action  being  taken. 

30  members  and  guests  met  on  December  4,  1969 
at  the  Indian  School  Tea  Room  at  Flandreau,  S.  D. 
The  scientific  session  consisted  of  an  illustrated  lec- 
ture on  the  Vascular  Problems  of  the  Legs  by  Dr. 
Shannon  W.  Turney  of  Sioux  Falls.  Dr.  Curtis  Wait 
of  Brookings  was  approved  for  membership  in  the 
Third  District  Medical  Society.  Dr.  George  Whitson 
of  Madison,  was  recommended  to  the  Council  for 
honorary  membership.  New  officers  were  elected; 
President,  Dr.  H.  J.  Stensrud;  Vice-president,  Dr. 
F.  X.  McCabe;  Secretary-Treasurer,  Dr.  C.  M.  Kersh- 
ner;  Delegates,  Drs.  R.  G.  Belatti  and  Donald  Schel- 
ler;  Alternates,  Drs.  H.  R.  Wold  and  Werner  Klar; 
Censors,  Dr.  C.  S.  Roberts,  Chairman,  Dr.  Bruce 
Lushbough  and  Dr.  R.  G.  Belatti. 

31  members  and  guests  were  present  for  the  meet- 
ing of  the  Third  District  Medical  Society  on  Feb- 
ruary 12,  1970,  at  Brookings,  South  Dakota.  Dr. 
George  Knabe,  Dean  of  the  Medical  School  at  the 
University  of  South  Dakota,  gave  an  interesting  dis- 
cussion of  the  current  status  of  medical  education  in 
South  Dakota  and  the  future  of  medical  education. 
Because  of  increasing  needs  for  utilization  review,  the 
Third  District  Medical  Society  organized  a new  util- 
ization review  committee  with  Dr.  B.  T.  Otey  of 
Flandreau,  chairman,  Dr.  Curtis  Wait  of  Brookings, 
and  Dr.  Saul  Friefeld  of  Brookings,  as  members  of 
this  committee. 

The  final  meeting  of  the  year  of  the  Third  District 
Medical  Society  will  be  held  in  Madison  in  April  of 
1970,  too  late  to  be  entered  in  this  report. 

Respectfully  submitted, 

Bruce  Lushbough,  M.D. 

Councilor 

Third  District  Medical  Society 

The  Committee  studied  the  report  of  the  Councilor  from 
District  3 and  recommends  the  acceptance  of  the  report. 


REPORT  OF  THE  COUNCILOR 
FOURTH  DISTRICT 

The  Fourth  District  Medical  Society  had  a final 
meeting  on  March  14,  1970,  in  which  the  following 
officers  were  elected: 

President  — A.  J.  Tieszen,  M.D. 

Vice  President  — Dai  Park,  M.D. 

Secretary-Treasurer  — J.  T.  Cowan,  M.D. 

Censor  - 3 years  — E.  H.  Collins,  M.D. 

Delegate  — B.  O.  Lindbloom,  M.D. 

Alternate  — R.  J.  Zakahi,  M.D. 

Utilization  Committee  — 

L.  C.  Askwig,  M.D.,  Barbara  Spears,  M.D., 
and  R.  J.  Zakahi,  M.D. 

This  was  a very  fine  meeting  combined  with  a 
Coronary  Care  Unit  Program  which  was  presented 
by  Joseph  D.  Welty,  Ph.D.,  Associate  Professor  of 
Physiology,  School  of  Medicine,  University  of  South 
Dakota;  Dorence  L.  Ensberg,  M.D.,  Clinical  Associate 
Professor  of  Surgery,  School  of  Medicine,  University 
of  South  Dakota  and  Practicing  Physician  of  Sioux 
Falls;  and  Dr.  Warren  Jones,  Clinical  Associate  Pro- 
fessor of  Medicine,  School  of  Medicine,  University  of 
South  Dakota,  and  Practicing  Physician  of  Sioux 
Falls.  These  men  put  on  an  excellent  program  which 
consisted  of:  The  Coronary  Care  Concept:  relating  to 
the  varied  patterns  of  Coronary  Heart  Disease; 
Cardio-vascular  Physiology  Relating  to  Coronary 
Heart  Disease  and  its  Complications;  Electronic  In- 
strumentation needed  in  the  proper  monitoring  and 
management  of  Cardiac  emergencies;  Cardiac  Rhythm 
and  Conduction  disturbances;  and  their  current 
treatment  and  Artificial  pacemaking;  Indications  and 
Operation.  There  was  a panel  for  discussion  on  the 
development  of  a Coronary  Care  Unit  following  this 
very  worthwhile  program  which  resulted  in  the  im- 
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mediate  action  of  the  Staff  and  Sisters  of  St.  Mary’s 
Hospital  in  setting  up  such  a Unit. 

Respectfully  submitted, 

C.  L.  Swanson,  M.D. 

Councilor 

Fourth  District  Medical  Society 
The  Committee  studied  the  report  of  the  Councilor  from 
the  Fourth  District  and  recommends  the  acceptance  of  this 
report. 


REPORT  OF  THE  COUNCILOR 
FIFTH  DISTRICT 

The  Huron  District  Medical  Society  held  a dinner 
meeting  on  October  30,  1969.  At  this  meeting,  the 
entire  agenda  was  the  thorough  discussion  of  one  of 
the  members  of  the  Huron  District  Medical  Society. 
This  was  in  regard  to  action  taken  by  the  State  Med- 
ical Association  Council.  The  entire  proceedings  of 
this  meeting  are  too  voluminous  to  put  into  this  re- 
port, but  if  there  are  any  questions,  they  can  be  re- 
ferred to  the  Councilor  from  this  District.  This 
included  reports  from  the  District  V Utilization  and 
Review  Committee  and  also  documents  from  the  Blue 
Shield  Board.  Following  this  lengthy  discussion,  the 
Secretary  then  reported  briefly  on  the  correspondence 
which  he  had  in  regard  to  the  film  “Horizons  Un- 
limited’’ and  the  location  of  the  1972  South  Dakota 
State  Medical  Association  meeting  and  a proposed 
program  on  drug  abuse  for  the  State.  Dr.  Leigh  then 
gave  a short  report  as  Councilor  for  our  District,  cov- 
ering several  topics. 

The  next  meeting  of  the  Huron  District  Medical 
Society  was  December  4,  1969.  The  following  visitors 
were  present:  Dr.  George  Knabe,  Dean  of  the  Med- 
ical School;  Dr.  Robert  Quinn,  President  of  the  State 
Medical  Association,  and  Richard  C.  Erickson,  execu- 
tive secretary  of  the  South  Dakota  State  Medical 
Association.  Dr.  Bell  gave  a short  talk  on  AMDOC 
which  stands  for  American  Doctors  and  told  of  his 
experiences  while  he  served  during  August  in  Trini- 
dad. There  was  an  election  of  officers  for  1970;  Dr. 
Kilpatrick  was  elected  president;  Dr.  James  Monfore 
was  elected  vice  president;  and  Dr.  Hofer  was  elected 
secretary-treasurer.  There  was  also  a motion  that 
the  past  two  presidents  act  as  delegates  for  1970  at 
the  State  Meeting,  and  president  Dr.  Kilpatrick  and 
secretary  Dr.  Hofer  act  as  alternates.  The  motion  was 
seconded  and  carried.  The  motion  was  made  that  the 
present  Board  of  Censors  remain  as  they  are,  sec- 
onded and  carried.  Following  this,  there  were  short 
talks  given  by  each  of  the  above  visitors.  Dr.  Quinn 
reported  that  he  had  just  returned  from  the  mid- 
winter Medical  Association  meeting  in  Denver.  He 
said  that  he  noticed  that  at  the  meeting  there  was  a 
definite  trend  toward  socialization  of  medicine.  Dr. 
Knabe  talked  briefly  about  the  Medical  School  and 
the  financial  situation.  Following  this,  Mr.  Erickson 
gave  a short  talk  in  regard  to  Medicare.  Dr.  Saxton 
was  nominated  by  the  group  for  the  Community 
Service  Award  and  his  name  will  be  placed  in  front 
of  the  Council  for  further  consideration  at  the  next 
meeting.  There  was  also  some  discussion  on  further 
responsibilities  of  the  District  Utilization  and  Review 
Committee. 

At  the  time  of  dictation  of  this  report  we  have  not, 
as  yet,  had  our  February  meeting.  We  will  also  have 
one  meeting  before  the  annual  meeting  in  Sioux 
Falls  in  May. 

Respectfully  submitted, 

Fred  D.  Leigh,  M.D. 

Councilor 

Fifth  District  Medical  Society 

The  Committee  reviewed  the  report  of  the  Councilor  from 
District  5 and  recommends  the  acceptance  of  this  report. 


REPORT  OF  THE  COUNCILOR 
SIXTH  DISTRICT 

Four  meetings  were  held  during  the  past  year.  In 
June,  1969,  Dr.  Leonard  of  the  Department  of 
Pediatric  Surgery  of  the  University  of  Minnesota 
Medical  School  discussed  common  congenital  ano- 
malies and  especially  those  requiring  emergency  sur- 


gical care  and  the  provision  of  such  care  as  an  ex- 
tension service  of  his  department,  entailing  re- 
ferral and  air  transport  to  Minneapolis  for  such  care. 

In  September,  1969,  Dr.  G.  F.  Tuohy,  Anesthesio- 
logist, from  Sioux  Falls,  discussed  the  treatment  of 
Chronic  Respiratory  Disease. 

In  January,  1970,  Dr.  Quinn,  president  of  the  South 
Dakota  State  Medical  Association,  and  Dr.  Knabe, 
Dean  of  the  University  Medical  School,  discussed 
current  problems  peculiar  to  the  State  Medical  Asso- 
ciation and  the  U.S.D.  Medical  School.  In  April,  1970, 
Dr.  Alex  Schirger,  Associate  Professor  of  the  Mayo 
Foundation  graduate  school  of  the  University  of 
Minnesota  Medical  School  discussed  the  Diagnosis 
and  Treatment  of  Hypertensive  Disease. 

The  officers  elected  for  the  year  of  1970  were  as 
follows: 


President  — 

Dr. 

Vice  President  — 

Dr. 

Secretary-Treasurer 

— Dr. 

Delegates  — 

Dr. 

Dr. 

Alternates  — 

Dr. 

Dr. 

Councilor  — 

Dr. 

D.  Weatherill 
F.  Gillis 

E.  Schabauer 
J.  O.  Mabee 
V.  R.  Vonburg 
C.  Monson 

R.  Gere 
H.  R.  Lewis 


Respectfully  submitted, 
H.  R.  Lewis,  M.D. 
Councilor 
Sixth  District 


The  Committee  reviewed  the  report  of  the  Councilor  from 
the  Sixth  District  and  recommends  the  acceptance  of  the 
report. 


REPORT  OF  THE  COUNCILOR 
SEVENTH  DISTRICT 

The  Seventh  District  Society  meets  the  first  Tues- 
day of  each  month,  except  June,  July  and  August, 
after  dinner  at  the  Westward  Ho  Country  Club.  The 
board  of  directors  meets  the  night  before.  All  business 
of  the  society  is  reviewed  at  this  meeting  and  pre- 
pared for  rejection  or  acceptance  by  the  member- 
ship at  the  subsequent  regular  meeting. 

September  2,  1969  — The  citation  from  the  Boy 
Scouts  of  America  awarded  to  the  Seventh  District 
Society  for  its  assistance  in  development  of  the 
Explorer  Scout  Troop  was  presented  to  Dr.  R.  H. 
Quinn  in  appreciation  of  his  effort  in  the  develop- 
ment of  this  program.  The  transfer  of  one  member 
from  a component  district  society  was  accepted. 
Applications  of  four  new  members  were  given  their 
first  reading.  Five  members  have  completed  their 
one  year  of  probationary  status  and  were  advanced 
to  full  membership.  Dr.  George  Knabe  and  Dr.  Par- 
rish of  the  medical  school  were  guests  of  the  society. 
At  this  meeting,  Dr.  R.  H.  Quinn  made  his  official 
visit  as  our  state  president,  stressing  the  various 
problems  confronting  organized  medicine  including 
procurement  of  health  care  personnel. 

October  7,  1969  — Drs.  Olson  (Chairman),  Amund- 
son, Elkjer  and  Turney  were  appointed  to  the  utiliza- 
tion committee  for  the  district.  The  recommendation 
that  all  kindergarten  children  undergo  visual  screen- 
ings was  adopted  and  the  Seventh  District  has  gone 
on  record  as  favoring  this  screening. 

November  4,  1969  — This  was  a joint  dinner  meet- 
ing with  the  Auxiliary  and  no  formal  business 
meeting  was  held. 

December  1,  1969  — The  nominating  committee 
placed  the  following  names  before  the  society  as 
officers  for  the  coming  year: 

President  — Dr.  Paul  Aspaas 
Vice  President  — Dr.  Richard  Leander 
Secretary  — Dr.  James  Shaeffer 
Treasurer  — Dr.  Robert  Giebink 
A unanimous  ballot  was  cast  for  the  above  slate. 
Dr.  Begley  was  elected  to  fill  the  unexpired  term 
of  Dr.  Shaeffer  on  the  board  of  directors,  the  term 
to  expire  in  1972.  Dr.  Ortmeier  was  elected  to  the 
board  of  directors.  His  term  will  expire  in  1973. 
Alternate  delegates  named  were  Drs.  Barlow, 
Sweeney,  Amundson,  Mutch,  Rossing,  Tam  and 
Tschetter.  A committee:  Drs.  Hosen,  Olson  and  Wess- 
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man,  was  named  to  study  the  Rubella  program, 

January  6,  1970  — Drs.  W.  Anderson,  Hosen,  H. 
Farrell  and  Ihle  were  appointed  as  a committee  to 
organize  for  the  free  Rubella  clinic  to  be  sponsored 
by  the  Seventh  District  Society. 

February  3,  1970  — This  was  a joint  meeting  with 
the  Minnehaha  Bar  Association.  Dr.  Frost  introduced 
Dr.  Willis  of  the  AMA  Speakers  Bureau  who  spoke 
on  Drug  Addiction.  Following  this  interesting  and 
informative  lecture,  a lively  discussion  ensued  by 
both  doctors  and  lawyers.  Financial  support  of  $500 
was  voted  for  the  Drug  Abuse  Program,  of  which 
Dr.  Frost  is  chairman. 

March  3,  1970  — A request  from  several  doctors 
and  lawyers  regarding  a Pre-litigation  review  of 
malpractice  suits  was  received  and  it  was  decided 
that  since  North  Dakota  has  had  some  experience 
with  this  type  of  committee,  they  will  be  contacted 
as  well  as  the  State  Bar  Association  for  more  in- 
formation. The  March  meeting  was  a combined  meet- 
ing with  the  Ladies  Auxiliary.  Entertainment  was 
provided  by  the  Sioux  Falls  College  Madrigal  Singers. 

During  the  past  year,  one  member  was  dropped  for 
being  two  years  arrears  in  dues.  There  are  two  asso- 
ciate members,  ten  honorary  members,  and  125  active 
members  in  the  Seventh  District  Society. 

Respectfully  submitted, 

E.  T.  Lietzke,  M.D. 

Councilor 

Seventh  District  Medical  Society 
The  Committee  reviewed  the  report  of  the  Councilor  from 
the  Seventh  District.  The  Committee  noted  that  one  mem- 
ber was  dropped  from  membership  in  the  Sevetith  District 
due  to  being  two  years  in  arrears  in  dues.  The  Committee 
recommends  the  acceptance  of  this  report. 


REPORT  OF  THE  COUNCILOR 
EIGHTH  DISTRICT 

The  Eighth  District  Medical  Society  met  on  Sep- 
tember 25,  1969,  at  the  Black  Steer  in  Yankton. 

A resume  of  the  present  status  of  the  Medical 
School  and  its  budget  was  brought  up  to  date  by  Dr. 
R.  F.  Hubner,  who  stated  that  the  Board  of  Regents 
had  suggested  a healthy  increase  of  $214,000.  This 
past  budget,  as  approved  by  the  Governor  and  the 
Appropriations  Committee,  had  a total  of  $525,000 
compared  to  $495,000  the  year  before.  A three-year 
projection  of  budgetary  increment  was  suggested  to 
the  Board  of  Regents  and  the  Appropriations  Com- 
mittee, but  not  acted  on  because  it  is  imperative 
that  the  doctors  contact  their  legislators  for  help  in 
receiving  approval  of  an  adequate  budget  for  the 
Medical  School  — $800,000  is  being  asked  for  the 
coming  year.  (North  Dakota  is  spending  $1,200,000 
on  their  medical  school  operation,  but  this  also  in- 
cludes the  Medical  Center.)  The  Dental  Hygiene  and 
Medical  Library  budgets  are  also  included  with  the 
Medical  School  budget,  making  a total  of  $983,000 
for  all  three. 

Dr.  C.  F.  Johnson  reported  that  a Council  meeting 
would  be  held  on  September  28,  to  discuss  problems 
of  the  Medical  School  budget,  salaries  of  state  health 
officers,  the  Medicare  program  and  reorganization  of 
the  Public  Health  Department.  He  also  mentioned 
that  the  1970  annual  meeting  will  possibly  be  held 
on  Friday,  Saturday  and  Sunday.  Attendance  has 
been  poor  and  this  is  an  approach  to  try  and  improve 
attendance.  There  will  be  no  exhibits.  Dr.  C.  B. 
McVay  mentioned  that  Nebraska  also  has  an  attend- 
ance problem  and  consideration  of  a joint  meeting 
should  be  looked  into. 

A letter  of  September  4,  1969,  from  the  State  Med- 
ical Association  office  asked  about  our  Utilization 
and  Review  Committee  and  it  was  moved  by  Dr. 
Hubner,  seconded  by  Dr.  Sattler,  that  the  President 
appoint  the  members  on  a one,  two  and  three  year 
basis,  unstated  as  to  number.  It  was  unanimously 
approved  and  Dr.  Savage  appointed  Dr.  M.  A.  Auld, 
from  Sacred  Heart  Hospital,  as  Chairman  for  a two 
year  term.  Dr.  C.  R.  Herbrandson  was  appointed  on 
a three  year  basis  from  Vermillion,  Dr.  R.  W.  Honke 
was  appointed  on  a two  year  basis  from  Wagner,  and 
Dr.  R.  J.  Foley  of  Tyndall,  on  a one-year  basis.  Dr. 


Franklin  G.  Pratt’s  application  for  membership  was 
presented  to  the  general  body  for  approval,  after 
it  had  been  formally  accepted  by  the  membership 
committee.  He  was  unanimously  accepted  for  mem- 
bership. 

A meeting  of  the  Yankton  District  Medical  So- 
ciety was  held  on  November  20,  1969,  at  Yankton 
State  Hospital. 

An  address  was  given  by  Dr.  Robert  Quinn,  pres- 
ident of  the  South  Dakota  Medical  Association,  fol- 
lowed by  a question  and  answer  period  regarding 
present  problems  facing  the  private  practice  of  med- 
icine, as  well  as  the  problems  regarding  Medicare  and 
Medicaid.  He  talked  about  the  potentials  of  socialized 
medicine  in  the  near  future  which  have  to  be  faced 
and  dealt  with  at  the  present  time  if  the  free  private 
practice  of  medicine  is  to  survive.  Dr.  Quinn  and  Mr. 
Richard  Erickson,  executive  secretary  of  the  State 
Medical  Association  answered  and  fielded  many  ques- 
tions over  a period  of  about  two  hours.  Conclusions 
were  not  reached,  but  there  was  much  food  for 
thought  and  hopefully  organized  action  might  be 
forthcoming  for  the  future. 

A letter  from  Mr.  Erickson  regarding  osteopathic 
membership  in  the  District  Medical  Society  and  the 
State  Medical  Association  was  brought  up  to  be 
digested  for  suggestions  by  the  appropriate  commit- 
tee for  the  next  annual  Medical  Association  business 
meeting. 

Also  read  was  a letter  from  Mr.  Erickson  regarding 
the  medicare  laws  and  regulations  as  to  the  “usual, 
reasonable  and  prevailing”  concept  and  the  use  of 
individual  physician  profiles  as  the  basis  to  be  used 
in  payment  of  claims.  Some  discussion  of  this  had 
taken  place  during  Dr.  Quinn  and  Mr.  Erickson’s 
previous  panel. 

A meeting  was  held  on  March  5,  at  the  Black  Steer 
in  Yankton. 

A paper  was  presented  by  Dr.  Kenneth  Halverson. 
This  paper  had  been  presented  two  weeks  earlier  at 
the  Central  Surgical  Society  meeting  in  Detroit, 
Michigan,  and  is  a study  done  by  Dr.  Halverson  in 
conjunction  with  Dr.  C.  B.  McVay,  on  a follow-up 
study  on  a series  of  1,222  cases  of  hernia  repair  done 
by  Dr.  McVay  over  a period  of  twenty  two  years, 
with  the  results  at  one,  two,  five,  ten  and  twenty 
year  intervals.  It  was  an  excellent  paper  on  a long- 
term study,  a copy  of  which  is  in  our  files. 

A Summary  of  Actions  of  the  House  of  Delegates 
of  the  American  Medical  Association,  November  30  to 
December  3,  1969,  submitted  by  A.  P.  Reding,  M.D. 
and  Robert  Quinn,  M.D.,  concerning  health  care  of 
the  poor,  planning  and  development,  statement  on 
marihuana,  etc.,  was  summarized  by  Dr.  Reding. 

American  Medical  Association  communications 
about  resource  materials  for  Senate  Finance  Com- 
mittee hearings  were  reviewed  and  a folder  of  back- 
ground information  (canned  talks,  news  releases  and 
television  releases)  was  discussed  and  is  available  in 
our  files  for  future  use. 

Dr.  Lawrence  Savage  and  Dr.  C.  F.  Johnson  both 
stressed  the  need  for  registering  in  advance  of  our 
up-coming  meeting  in  Sioux  Falls,  May  22-24,  1970. 
Registration  costs  are  $30  per  member  with  an  ad- 
ditional $10  if  wife  also  attends,  which  includes  all 
activities  other  than  specialty  society  affairs.  It  was 
also  mentioned  that  the  American  Medical  Associa- 
tion is  also  suggesting  early  registration  for  the  meet- 
ing in  Chicago,  because  of  the  large  number  of  phys- 
icians attending. 

A report  was  given  by  Dr.  G.  W.  Knabe  on  the 
status  of  the  Medical  School  and  how  they  fared  dur- 
ing the  last  legislative  session.  He  stated  that  they 
were  given  a substantial  increase  and  were  to  receive 
$825,000  for  this  coming  year.  He  also  mentioned 
that  there  was  a cut-back  in  Federal  monies  which 
could  be  substantial,  but  hoped  they  were  adequately 
covered  with  the  state  increase.  He  stated  that  there 
was  much  interest  in  the  Medical  School  by  the  Legis- 
lature and  lay  people  around  the  state,  and  he  con- 
gratulated the  members  in  their  valuable  efforts  in 
support  of  their  requests.  He,  in  particular,  thanked 
the  members  of  our  local  society  for  their  help  and 
interest. 
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Dr.  C.  B.  McVay  reported  on  the  Medical  Insurance 
Review  Committee  actions  during  the  last  few 
months.  He  stated  that  the  problems  of  charges  have 
been  solved,  but  the  problems  of  utilization  are  any- 
thing but  solved  and  will  require  much  thought  and 
effort  before  an  adequate  solution  can  be  presented. 

Dr.  Johnson  reported  that,  at  the  last  Council  meet- 
ing, a suggestion  was  made  that  the  North  Central 
scientific  meeting  might  replace  present  individual 
state  annual  meetings  so  that  a better  program  as 
well  as  larger  attendance  with  ability  to  bring  top 
people  for  the  scientific  program  might  be  accom- 
plished. (This  includes  the  states  of  North  and  South 
Dakota,  Nebraska,  Iowa,  Wisconsin  and  Minnesota.) 
Dr.  A.  P.  Reding,  the  present  president,  stated  that 
this  had  also  been  discussed  at  the  last  executive 
meeting.  All  of  us  are  members  of  the  North  Central 
Conference  and  our  State  Association  pays  annual 
dues  to  this  organization. 

There  was  further  discussion  of  the  Senate  Finance 
Committee  hearings  on  Title  18  and  Title  19.  The 
major  problem  to  be  dealt  with  at  the  committee 
hearings  seems  to  be  the  problem  of  utilization. 
There  was  discussion  at  the  last  Council  meeting  on 
Rural  Health  (A.M.A.),  attended  by  Dr.  A.  P.  Reding, 
who  reported  that  adequate  solutions  are  still  in 
question. 

The  applications  for  membership  of  Dr.  Daryl  R. 
Stephenson  and  Dr.  David  R.  Holzwarth  were  pre- 
sented as  approved  by  the  Membership  Committee. 
It  was  unanimously  voted  on  by  the  members  that 
both  become  members  of  our  Yankton  District  Med- 
ical Society. 

A slate  of  officers  for  the  coming  year  was  pre- 
sented by  Dr.  Lawrence  Savage;  they  are:  Dr. 

Lawrence  G.  Behan  for  President,  Dr.  R.  W.  Honke 
for  Vice  President,  Dr.  C.  R.  Herbrandson  for  Secre- 
tary, and  Dr.  Richard  Porter  for  Treasurer.  Dr.  C.  B. 
McVay  made  the  motion  that  nominations  be  closed; 
this  was  seconded  by  Dr.  G.  W.  Knabe  and  the  slate 
unanimously  approved  by  the  membership. 

Dr.  A.  P.  Reding  made  a motion  that  the  Dele- 
gates and  Alternate  Delegates  of  last  year  be  re- 
appointed for  the  up-coming  meeting.  Dr.  G.  W. 
Knabe,  Dr.  R.  J.  Foley  and  Dr.  L.  G.  Behan,  the  dele- 
gates; and  Drs.  R.  W.  Honke  and  M.  B.  Lyso,  the 
alternates,  were  seconded  by  Dr.  C.  B.  McVay  and 
unanimously  approved. 

Respectfully  submitted, 

Clark  Johnson,  M.D. 

Councilor 

Eighth  District  Medical  Society 

The  Committee  reviewed  the  report  of  the  Councilor  from 
the  Eighth  District  and  recommends  the  acceptance  of  this 
report. 


REPORT  OF  THE  COUNCILOR 
NINTH  DISTRICT 

The  Black  Hills  District  Medical  Society  held 
meetings  on  February  11,  April  17,  August  14,  October 
14  and  December  11  in  1969. 

The  business  portion  of  the  February  11  meeting 
concerned  itself  with  Dr.  Elston’s  report  on  HEW  and 
Medicare  fees  and  the  Councilor’s  report  on  upcoming 
resolutions  at  the  State  annual  meeting.  The  scientific 
meeting  was  conducted  by  Doctors  J.  Kiser  and  R. 
Schultz  of  Minneapolis,  on  cardiac  surgery. 

The  April  17  meeting  was  devoted  largely  to  a 
scientific  presentation  by  Arthur  Groman,  M.D., 
University  of  Texas  on  auto-immune  disease. 

The  May  20  meeting  was  the  annual  society  meet- 
ing at  Ellsworth  AFB  with  Dr.  Sanford  and  staff 
hosting  the  meeting  and  presenting  the  scientific  sec- 
tion. Guests  were  hosted  to  a tour  of  the  tactical  air- 
craft and  a sentry  log  demonstration. 

The  August  14  meeting  was  largely  scientific  in 
nature.  Dr.  Bernard  J.  Bates  of  Chicago,  spoke  on 
research  psychiatry  and  psychiatry  in  general  prac- 
tice. 

The  October  meeting  featured  Dr.  Conrad  Blunck 
of  Rapid  City  who  spoke  on  “A  Place  for  Surgery  in 
the  Treatment  of  Rheumatoid  Arthritis.” 

The  December  meeting  was  held  at  the  Arrowhead 


Country  Club  and  was  a “wives  invited”  evening. 
The  business  portion  consisted  of  election  of  officers 
for  1970.  Dr.  Warren  Golliher  became  president,  Dr. 
George  Angelos,  vice  president,  and  Dr.  Russell 
Harris,  secretary-treasurer.  Dr.  Robert  Quinn,  State 
Association  president  and  Richard  Erickson,  executive 
secretary  of  the  State  Association,  and  Dr.  George 
Knabe,  Dean  of  the  University  of  South  Dakota  Med- 
ical School,  were  guests. 

The  scientific  portion  of  the  meeting  was  replaced 
by  an  evening  of  yule-time  conviviality. 

Respectfully  submitted, 

C.  E.  Tesar,  M.D.,  past  Councilor 
E.  T.  Ruud,  M.D.,  present  Councilor 
Ninth  District  Medical  Society 
The  Committee  reviewed  the  report  of  the  Ninth  District 
Councilors  and  recommends  the  acceptance  of  this  report. 


REPORT  OF  THE  COUNCILOR 
TENTH  DISTRICT 

A meeting  was  held  in  September  of  1969.  Also  a 
meeting  was  held  in  January  of  1970  at  which  time 
the  presidential  visitation  was  made  at  Stan’s  Cafe 
in  Winner,  South  Dakota.  Meetings  were  held  in 
February  and  March  at  which  time  the  Rosebud  Dis- 
trict Utilization  Committee  also  met. 

Respectfully  submitted, 

M.  R.  Cosand,  M.D. 

Councilor 

Tenth  District  Medical  Society 
The  Committee  reviewed  the  report  of  the  Councilor  from 
the  Tenth  District  and  recommends  the  acceptance  of  this 
report. 


REPORT  OF  THE  COUNCILOR 
ELEVENTH  DISTRICT 

President  — G.  C.  Torkildson,  M.D. 

Secretary-Treasurer  — B.  P.  Nolan,  M.D. 

Delegate  — L.  M.  Linde,  M.D. 

Alternate  — Harold  Lowe,  M.D. 

Regular  monthly  district  meetings  were  held  at 
the  Mobridge  Community  Hospital.  These  were  well 
attended  by  the  district  members.  A meeting  has  been 
scheduled  for  the  visitation  of  the  State  President 
and  Executive  Secretary. 

Respectfully  submitted, 

Harold  E.  Lowe,  M.D. 

Councilor 
Eleventh  District 

The  Committee  reviewed  the  report  of  the  Councilor  from 
the  Eleventh  District  and  recommends  the  acceptance  of  this 
report. 


REPORT  OF  THE  COUNCILOR 
TWELFTH  DISTRICT 

The  District  Society  met  four  times. 

Major  concern:  supply  of  physicians.  During  the 
year  the  district  lost  one  physician,  a loss  the  area 
can  ill  afford. 

Respectfully  submitted, 

Harry  H.  Brauer,  M.D. 

Councilor 
Twelfth  District 

The  Committee  reviewed  the  report  of  the  Councilor  from 
the  Twelfth  District  and  noted  the  loss  of  Dr.  IE . H.  Karlins 
which  again  points  up  the  increasing  need  for  doctors  in 
South  Dakota.  The  Committee  recommends  the  acceptance 
of  this  report. 


REPORT  OF  THE  COUNCIL 

The  quarterly  Council  meetings  were  all  held  in 
Sioux  Falls  this  past  year.  This  move  was  decided 
upon  as  an  economy  and  efficiency  measure  and  has 
worked  out  well.  The  meetings  were  well  attended 
by  all  the  officers,  councilors  and  chairmen  of  the 
various  commissions. 

The  minutes  of  the  Council  meetings  are  published 
in  the  SOUTH  DAKOTA  JOURNAL  OF  MEDICINE. 

Respectfully  submitted, 

W.  R.  Taylor,  M.D. 

Chairman  of  the  Council 

The  Committee  reviewed  the  report  of  the  Council  and 
recommends  the  acceptance  of  this  report. 


34 


SOUTH  DAKOTA 


REPORT  OF  COMMISSION  ON 
COMMUNICATIONS 

The  Commission  on  Communications  met  on  Satur- 
day, September  13,  1969,  and  again  on  Saturday, 
March  7,  1970,  in  conjunction  with  the  Commission 
on  Liaison  with  Allied  Organizations  since  there  is  a 
certain  common  field  between  these  two  commissions. 
At  the  September  meeting  the  “Doctor  Tell  Me”  pro- 
gram was  discussed  and  serious  consideration  was 
given  as  to  its  implementation.  After  further  con- 
sideration of  this  in  the  March  meeting,  due  to  the 
fact  that  only  one  radio  station  in  South  Dakota  had 
indicated  an  interest  in  airing  this  program,  it  was  felt 
the  “Doctor  Tell  Me”  program  be  dropped  and  the 
Association  assist  with  the  “Drug  Abuse”  programs 
in  the  State. 

At  the  September  meeting  it  was  recommended  to 
the  Council  that  the  District  Medical  Societies  urge 
their  physicians  to  contact  the  local  P.T.A.’s  and 
counselors  for  a showing  of  the  film  “Horizons  Un- 
limited” with  a physician  or  intern  being  present 
at  the  program.  It  was  recommended  that  the  execu- 
tive office  send  out  editorials  to  newspapers  and  spot 
announcements  on  the  radio  and  T.V.  stations  for  the 
Community  Health  Week.  The  Commission  discussed 
the  possibility  of  holding  a Health  Career  Day  for 
Educators  and  it  was  recommended  that  at  the  South 
Dakota  State  Education  Association  a booth  be  set 
up  in  an  attempt  to  counsel  on  medical  and  para- 
medical careers. 

The  March  7,  1970  meeting  was  devoted  principally 
to  the  discussion  of  problems  of  mutual  concern  with 
representatives  of  the  various  para-medical  groups 
including  Licensed  Practical  Nurses  Association, 
South  Dakota  Radiologic  Technologist  Society,  South 
Dakota  Physical  Therapist  Association,  the  South  Da- 
kota Pharmaceutical  Association  and  South  Dakota 
State  Nurses  Association  and  representatives  from 
the  State  Health  Department  on  Comprehensive 
Health  Planning.  Dr.  Amundson  reported  on  plans 
being  made  to  hold  a medical-legal  conference  to  be 
held  September  25  and  26,  in  Vermillion,  in  conjunc- 
tion with  Medical  School  Recognition  Days. 

The  Commission  appointed  Dr.  Don  Scheller  and 
Dr.  A.  J.  Tieszen  for  representation  to  the  South  Da- 
kota Planning  Council  for  Nursing  Resources. 

Dr.  Volin  presented  the  Joint  Statement  on  Veni- 
puncture by  Registered  Nurses  Practicing  in  South 
Dakota. 

A request  to  establish  a Future  Physicians  Club 
in  Sioux  Falls  was  referred  to  the  local  district  soci- 
ety, and  recommending  to  the  Council  the  concept  of 
Future  Physicians  Clubs  beine  endorsed  by  the  South 
Dakota  State  Medical  Association. 

It  was  also  voted  to  donate  $50  annually  for  an 
award  to  be  presented  by  the  Press  Association  to 
the  author  of  the  best  cancer  article  appearing  in  the 
current  year. 

Probably  the  most  important  public  relations  ven- 
ture was  the  Commission’s  unanimous  feeling  that  we 
devote  our  efforts  in  promoting  the  Medical  School. 
It  was  recommended  that  a brochure  be  assembled 
concerning  information  on  the  Medical  School  and 
Medical  Education  in  South  Dakota  and  that  it  be 
sent  to  P.T.A.’s,  high  school  counselors,  civic  clubs 
and  other  interested  people.  It  is  also  suggested  that 
articles  be  sent  to  the  local  weekly  newspapers  re- 
garding the  medical  school. 

Respectfully  submitted, 

COMMISSION  ON  COMMUNICATIONS 

R.  E.  Van  Demark,  M.  D.,  Chairman 

Clifford  Lardinois,  M.  D. 

B.  O.  Lindbloom,  M.  D. 

William  Hanson,  M.  D. 

James  D.  Collins,  M.  D. 

John  H.  Hoskins,  M.  D. 

Duane  B.  Reaney,  M.  D. 

Hubert  Theissen,  M.  D. 

D.  L.  Scheller,  M.  D. 

R.  R.  Giebink,  M.  D. 

L.  H.  Amundson,  M.  D. 

John  Barlow,  M.  D. 

The  Reference  Committee  recommends  the  acceptance  of 
this  report. 


REPORT  OF  THE  COMMISSION  ON 
LIAISON  WITH  ALLIED  ORGANIZATIONS 

A joint  meeting  was  held  with  the  Commission  on 
Communications  on  September  13,  1969  and  March  7, 
1970. 

The  “Doctor  Tell  Me”  program  was  discussed  at 
some  length  and  was  decided  to  be  dropped,  failing 
to  get  the  necessary  support  from  the  radio  stations 
and  the  commission  recommended  the  Association 
spend  funds  to  assist  with  the  drug  abuse  program 
in  the  state. 

A film,  “Horizons  Unlimited,”  is  available  describ- 
ing the  various  aspects  of  medical  and  paramedical 
jobs  available.  It  was  urged  that  the  physicians  con- 
tact the  local  PTA’s,  counselors,  etc.  and  request  that 
the  film  be  shown  at  Senior  Day  Activities  with 
either  a physician  or  an  intern  present. 

Arrangements  have  been  made  for  a booth  at  the 
South  Dakota  Education  Association  convention  in 
1970  to  attempt  to  educate  counselors  on  medical  and 
paramedical  careers.  The  commission  suggested  that 
the  medical  students  could  help  man  the  booth. 

The  Medical-Legal  Conference  has  been  set  up  and 
is  to  be  held  in  Vermillion,  on  September  25  and  26, 
1970,  in  conjunction  with  the  Medical  School’s  Recog- 
nition Days. 

Guidelines  for  nurses  participation  in  acute  cardiac 
care  were  reviewed  and  supported  by  the  commis- 
sion. Also,  the  joint  statement  on  Venipuncture  by 
Registered  Nurses  was  supported  by  the  commission 
for  nursing  information. 

The  commission  recommended  several  by-law 
changes  be  submitted  to  the  House  of  Delegates  meet- 
ing in  May  concerning  the  admission  of  osteopaths 
to  the  State  Association  and  the  Commission  on  Com- 
munications and  the  Liaison  with  Allied  Organiza- 
tions being  combined  into  one  commission  with  a 
membership  of  12. 

Several  public  relations  ideas  were  presented,  in- 
cluding the  formation  of  a Future  Physicians  Club 
and  a brochure  promoting  the  Medical  School  with 
information  about  the  medical  school  and  medical  ed- 
ucation in  South  Dakota  to  be  sent  to  interested 
people  and  articles  to  be  sent  to  the  local  weekly 
newspapers  regarding  the  medical  school. 

The  Association  is  also  to  donate  $50  annually  for 
an  award  presented  by  the  Press  Association  to  the 
author  of  the  best  cancer  articles. 

With  regard  to  the  function  of  the  Commission  on 
Liaison  with  Allied  Organizations  each  paramedical 
organization  in  South  Dakota  has  been  asked  to  send 
representatives  from  their  group  to  attend  the  Com- 
mission meetings  and  bring  any  problems  which  they 
might  want  to  be  discussed  or  aired  through  the 
commission.  In  that  respect,  at  the  last  commission 
meeting,  the  Nurses  Association  along  with  the  South 
Dakota  Licensed  Practical  Nurses  Association  were 
represented  and  the  recent  nursing  resource  study 
was  discussed.  From  this,  it  was  learned  that,  accord- 
ing to  the  recent  manpower  report,  LPN’s  were  to 
be  phased  out  of  the  nursing  programs.  The  commis- 
sion felt  that  this  was  a drastic  move  and  that  more 
representation  of  the  medical  profession  be  on  the 
planning  council  for  nursing  resources  in  the  form 
of  Dr.  Scheller  and  Dr.  Tieszen. 

The  South  Dakota  Radiologic  Technologists  Society 
was  represented  with  no  specific  problems. 

The  South  Dakota  Physical  Therapy  Association  re- 
quested that  the  State  Medical  Association  assist 
their  association  in  establishing  guidelines  for  licens- 
ing of  the  Physical  Therapists-Physical  Therapy  As- 
sistants prior  to  a licensing  law  being  introduced  into 
the  1971  Legislature. 

The  South  Dakota  Pharmaceutical  Association  re- 
viewed the  new  Narcotics  Law  and  supplied  the  ex- 
ecutive office  with  copies  to  be  sent  to  each  physician 
in  the  state  and  suggested  that  other  specific  recom- 
mendations be  disseminated  through  the  Grab  Bag. 

Representatives  from  the  Comprehensive  Health 
Planning  discussed  the  rapid  telephonic  reporting 
system  for  contagious  diseases.  The  present  proposal 
was  felt  by  the  commission  to  be  in  need  of  revision 
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and  was  referred  to  the  Council  for  study. 
Respectfully  submitted, 

COMMISSION  ON  LIAISON  WITH 
ALLIED  ORGANIZATIONS 
A.  J.  Tieszen,  M.D.,  Chairman 
D.  Lie,  M.D.  J.  T.  Berry,  M.D. 

V.  V.  Volin,  M.D.  L.  Wagner,  M.D. 

D.  Ortmeier,  M.D.  B.  Spears,  M.D. 

M.  Sanders,  M.D.  T.  Hohm,  M.D. 

F.  W.  Sebring,  M.D. 

Melvin  Marousek,  M.D. 

David  Buchanan,  M.D. 

The  Reference  Committee  recommends  the  acceptance  of 
this  report. 


REPORT  OF  THE  COMMISSION  ON 
MEDICAL  SERVICES 

The  Commission  on  Medical  Services  met  twice 
during  the  year  and  considered  the  following  prob- 
lems. 

1.  Crippled  Children’s  Program.  Many  recommen- 
dations were  made  regarding  the  Crippled  Children’s 
Program.  Most  of  these  were  followup  to  the  sugges- 
tions that  were  made  at  the  House  of  Delegates  last 
year  and  approved  by  the  House  of  Delegates.  It  was 
felt  since  there  is  a reorganization  of  the  State  Health 
Department  and  since  Dr.  Hayes  is  to  be  the  State 
Health  Director  that  all  of  these  suggestions  for  re- 
organization of  the  Crippled  Children’s  Program  be 
placed  in  his  hands  for  his  review  according  to  the 
recommendations  of  the  Commission  and  the  House 
of  Delegates. 

2.  Standards  on  Accreditation  of  Hospitals.  These 
are  currently  being  revised.  The  chairman  attended 
a meeting  in  Chicago  during  which  these  revisions 
took  place  on  part  one.  These  were  reviewed  in  part 
by  some  of  the  members  of  the  Commission  and 
were  felt  to  embody  two  notable  changes:  (a)  the 
use  of  well-trained  examiners;  (b)  allowance  for  rec- 
ommendations that  would  be  suitable  to  the  smaller 
rural  hospital.  Copies  of  the  standards  have  been 
provided  to  each  district  medical  society,  and  it  is 
requested  that  any  suggested  changes  be  referred  to 
this  Commission.  Letters  to  this  effect  were  sent  to 
the  various  societies. 

3.  Harold  Diers  Insurance  Company.  The  Commis- 
sion recommended  to  the  Council  and  the  Council 
subsequently  approved  that  Harold  Diers  Company 
be  allowed  to  proceed  with  a new  guaranteed  renew- 
able disability  program  to  supplement  the  present 
program  that  is  endorsed  by  the  South  Dakota  Medi- 
cal Association.  There  was  an  option  to  stay  with  the 
present  program  or  enroll  in  the  new  program,  thus 
permitting  any  present  members  the  maintenance  of 
their  present  coverage. 

4.  The  Dunbar  Peterson  Insurance  Agency  of  Oma- 
ha, Nebraska,  appeared  before  the  Commission  pre- 
senting a group  professional  medical  liability  pro- 
gram. The  Commission  recommended  that  this  be 
tabled  until  such  time  as  this  became  a more  acute 
problem  in  South  Dakota. 

5.  Ad  Hoc  Committee  on  Medical  School.  This 
committee  which  was  appointed  in  June  of  1969  was 
felt  to  have  served  its  function  of  obtaining  addition- 
al funding  for  the  Medical  School.  This  committee 
was  disbanded.  The  Commission  recommends  that 
the  Ad  Hoc  Committee  outline  the  suggestions  for  the 
Commission  on  what  should  be  done  in  the  future  in 
order  to  promote  the  school  and  also  what  the  State 
Medical  Association  can  do  to  implement  these  pro- 
grams. It  was  the  feeling  of  the  Commission  that  the 
Association  should  be  made  aware  of  what  is  being 
done  to  implement  aid  to  the  people  of  South  Da- 
kota in  securing  adequate  hospitalization  facilities, 
medical  personnel,  and  other  help-related  personnel 
in  areas  within  these  facilities  through  the  Medical 
School.  These  were  some  of  the  things  that  were  dis- 
cussed with  legislators  prior  to  the  additional  fund- 
ing. 

6.  Admissions  Committee.  As  per  the  approval  of 
the  House  of  Delegates  in  1969,  the  chairman  of  the 
Commission  on  Medical  Services  has  served  on  the 
Admissions  Committee  of  the  Medical  School 


throughout  this  year.  The  following  things  were  felt 
to  have  been  in  the  process  of  completion  to  improve 
the  relationship  between  the  Admissions  Committee 
and  the  Medical  Association. 

a.  A written  policy  statement  for  the  Admissions 
Committee. 

b.  A film  has  been  developed  to  be  at  the  Medi- 
cal School  to  be  distributed  to  high  schools 
for  students  interested  in  medicine  and  also 
to  be  used  at  a freshman  and  sophomore  col- 
lege level. 

c.  Improve  the  pre-medical  counseling  in  South 
Dakota  colleges  with  the  assistance  of  the 
Medical  School  and  in  particular  the  Admis- 
sions Committee. 

d.  Every  applicant  for  admission  to  the  Medical 
School  from  South  Dakota  who  desires  an 
interview  will  receive  same,  and  has  during 
this  past  year. 

e.  Enlargement  of  the  freshman  class  for  the 
1970-71  school  term. 

Since  most  of  this  is  action  on  previously  approved 
programs,  this  Commission  has  no  specific  recom- 
mendations to  the  House  of  Delegates  at  this  time 
other  than  the  continuation  of  an  active  interest  in 
the  Medical  School  and  continued  followup  on  the 
programs  that  have  been  initiated. 

Members  of  fhe  Commission  on  Medical  Services 

G.  E.  Tracy,  M.  D.,  Chairman 

Edward  T.  Ruud,  M.  D. 

Roland  F.  Hubner,  M.  D. 

Judson  O.  Mabee,  M.  D. 

F.  R.  Williams,  M.  D. 

W.  B.  Odland,  M.  D. 

Bernard  C.  Gerber,  M.  D. 

William  R.  Taylor,  M.  D. 

Warren  Jones,  M.  D. 

Gerald  Tuohy,  M.  D. 

T.  H.  Sattler,  M.  D. 

George  Wood,  M.  D 

The  Reference  Committee  recommends  the  acceptance  of 
this  report. 


REPORT  OF  THE  COMMISSION  ON 
LEGISLATION  AND  GOVERNMENTAL 
RELATIONS 

There  were  two  meetings  of  the  Commission,  Sep- 
tember 13,  1969,  and  February  28,  1970.  The  follow- 
ing matters  were  discussed  at  the  first  meeting: 

1.  Possible  changes  in  the  S.  D.  State  Training 
School  at  Plankinton.  The  Commission  recommended 
that  the  SDSMA  maintain  an  interest  in  this  institu- 
tion and  the  improvement  of  its  facilities. 

2.  Proposed  legislation  by  the  Service  to  the  Blind 
to  make  mandatory  the  reporting  of  certain  visual 
disturbance  was  felt  by  the  Commission  to  be  han- 
dled adequately  by  directives  from  the  AMA. 

3.  The  Commission  recommended  endorsement  by 
the  SDSMA  of  change  in  the  Good  Samaritan  Law 
to  read  “any  other  person.” 

4.  The  Commission  recommended  that  SDSMA 
sponsor  and  endorse  a separate  budget  for  the  Medi- 
cal School  at  USD. 

5.  U.  S.  Senate  Bill  No.  2264,  the  Communicable 
Disease  Control  Amendment  of  1969  was  discussed 
by  the  Commission,  but  no  action  was  taken. 

6.  No  action  was  taken  on  a report  from  Minne- 
sota concerning  licensure  of  laboratories. 

7.  The  Pediatric  Assistant  Law  recently  passed  in 
Colorado  should  be  given  further  study  by  the 
SDSMA  before  any  action  is  taken  in  this  state. 

8.  The  Commission  recommended  that  the  SDSMA 
oppose  any  attempt  to  open  the  Blue  Shield  law  to 
practitioners  other  than  physicians. 

9.  The  Commission  recommended  that  the  salary 
of  the  State  Health  Officer  be  raised  to  $27,000.00. 

10.  The  Commission  recommended  that  the 
SDSMA  sponsor  legislation  to  raise  the  fee  of  physi- 
cians serving  on  county  boards  of  mental  health. 

11.  After  discussion  of  possible  legislation  to  li- 
cense clinical  psychologists  in  this  state,  it  was  the 
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recommendation  that  the  Association  endorse  this 
legislation  provided  that  a psychiatrist  is  named  to 
the  Board  established  in  the  law  and  provided  the 
law  specifically  excludes  psychologists  from  the  prac- 
tice of  medicine. 

12.  Possible  legislation  to  improve  the  malpractice 
situation  will  be  presented  to  the  physicians  in  this 
state  in  one  or  more  editorials  in  the  Journal,  at  the 
recommendation  of  the  Commission. 


FATE  OF  BILLS  OF  INTEREST  TO  THE 
ASSOCIATION  IN  1970  LEGISLATURE 

Sponsored  Bills 

1)  HB  608  Mental  illness  hearing  pay  increase — re- 
ceived final  passage. 

2)  Medical  School  appropriation  $825,000 — received 
final  passage. 

Endorse  Bills 

3)  Air  pollution  control,  SB  8 — received  final  pass- 
age. 

4)  SB  21,  Blood  donation  for  persons  under  21  years 
without  parental  consent — final  passage. 

5)  SB  23,  Good  Samaritan  act  amendment  “any 
other  person”— final  passage. 

6)  SB  66,  Slow  moving  vehicle  emblem,  final  pass- 
age. 

7)  SB  87,  Health  loan  fund  raised  to  $105,000 — final 
passage. 

8)  HB  531,  Raises  penalty  for  drug  violations.  Died 
in  committee. 

Opposed 

9)  HB  551,  Repeals  fluoridation  act.  Died  in  House. 

Bills  of  Interest 

10)  SB  18,  Appropriation  for  congenital  defect  care. 
Died  in  committee. 

11)  SB  29,  Exempts  drugs  from  sales  tax.  Died  in 
committee. 

12)  SB  142,  Insurance  payments  to  chiropractors,  po- 
diatrists, etc.,  other  than  Blue  Shield.  Final  pass- 
age. 

13)  SB  192,  Creates  commission  for  control  of  danger- 
ous substances.  Final  passage. 

14)  SB  200,  Sales  tax  for  professional  services.  Died 
in  committee. 

15)  HB  575,  Creates  Department  of  Health,  Welfare, 
Rehabilitation  and  Social  Service.  Referred  to 
Legislative  Research  Council  for  study. 

16)  HB  633,  Non  profit  prescription  plan.  Died  in 
committee. 

17)  HB  693,  Special  instruction  on  narcotics  in 
schools.  Died  in  Senate. 

18)  HB  742,  Workman’s  Compensation  maximum  in- 
creased. Final  passage. 

19)  HB  780,  Sales  tax  on  professional  services.  Died 
in  committee. 

20)  HB  791,  Fluoridation  act  — repeal  thereof  re- 
ferred to  voters  in  November,  1970. 

At  the  second  meeting  of  the  Commission  the  fol- 
lowing actions  were  taken: 

1)  If  was  recommended  by  the  Commission  that  bi- 
cycles ridden  upon  the  public  streets  should  have 
some  form  of  illumination.  If  there  is  already  a 
law  to  this  effect,  it  should  be  enforced. 

2)  In  the  event  of  future  legislation  concerning  drugs, 
the  SDSMA  should  endorse  the  concept  of  in- 
creased penalties  for  drug  pushers. 

3)  Individual  physicians  and  members  of  the  SDSMA 
staff  who  expended  much  time  and  effort  during 
the  recent  legislative  session  are  due  and  should 
be  given  sincere  thanks  by  the  Association. 

4)  Correspondence  was  received  from  the  S.  D.  State 
Training  School  regarding  future  plans.  No  action 
was  taken.  The  Commission  recommends  that  con- 
tact be  made  with  Mr.  Howard  Hanson  of  the 
S.  D.  Service  to  the  Blind  or  other  person  or 
agency  knowledgeable  about  the  S.  D.  School  for 
the  Blind,  inquiring  about  the  improvement  in 
service  to  the  blind  which  is  the  result  of  the 
transfer  of  facilities  to  another  community. 

5)  Correspondence  regarding  possible  lawsuit 
against  the  Federal  Government  to  enjoin  the  reg- 
ulation of  fees  under  the  Title  19  law  was  dis- 
cussed. The  Commission  recommends  that  the 


SDSMA  consider  introduction  of  legislation  to  al- 
low direct  billing  of  patients  treated  under  Title 
19  Law  with  the  provision  that  payment  be  made 
to  the  patient  and  the  physician  jointly. 

6)  The  Commission  recommends  that  the  SDSMA  in- 
vestigate the  subject  of  amendment  to  the  Medi- 
cal Practice  Act  to  allow  one  physician  to  incor- 
porate, with  legal  counsel  for  the  Association  and 
others  knowledgeable  concerning  the  subject 
(other  states)  and  report  upon  the  matter  at  the 
fall  meeting  of  the  Commission. 

7)  Recent  enactment  of  law  modifications  of  the  res 
ipse  loquitar  doctrine  in  Alaska  was  discussed. 
The  Chairman  announced  that  this  will  be  the 
subject  of  an  article  or  editorial  in  the  Journal 
soon. 

8)  The  Commission  recommends  that  the  SDSMA 
obtain  information  regarding  the  legal  status  of 
the  physician  under  the  “implied  consent”  law 
in  the  situation  where  blood  is  drawn  for  the 
purpose  of  determining  the  state  of  intoxication. 

Other  activities  of  the  Commission: 

1)  The  Commission  was  represented  on  the  ad  hoc 
committee  to  investigate  the  problems  of  the 
Medical  School. 

2)  The  Commission  was  represented  at  each  of  the 
meetings  of  the  Council  of  the  SDSMA. 

3)  The  Commission  was  represented  at  the  last  ses- 
sion of  the  S.  D.  Legislature. 

4)  The  Commission  was  represented  at  the  Advisory 
Committee  meetings  and  the  Task  Force  on  Con- 
tinuing Education  of  the  R.M.P.  The  Commission 
was  represented  at  the  vote  to  divorce  South  Da- 
kota from  Nebraska  in  the  R.M.P. 

5)  The  Commission  was  represented  at  the  North 
Central  Conference  in  November,  1969. 

6)  The  Commission  was  represented  at  the  meeting 
of  the  Health  Resources  Institute  meeting. 

7)  The  Commission  was  represented  on  the  Execu- 
tive Committee  of  the  School  of  Medicine. 

8)  There  has  been  much  closer  liaison  between  the 
Commission  and  the  SDSMA  staff  during  the 
recent  session  of  the  S.  D.  Legislature. 

All  in  all,  this  has  been  an  eventful  year. 
Respectfully  submitted, 

COMMISSION  ON  LEGISLATION  AND 
GOVERNMENTAL  RELATIONS 
J.  B.  Gregg,  M.  D.,  Chairman 
Richard  G.  Gere,  M.  D. 

Thomas  Bunker,  M.  D. 

Courtney  Anderson,  M.  D. 

Harold  Frost,  M.  D. 

R.  W.  Honke,  M.  D. 

R.  J.  Foley,  M.  D. 

Bill  Church,  M.  D. 

G.  Robert  Bartron,  M.  D. 

Robert  Hayes,  M.  D. 

Howard  Wold,  M.  D. 

J.  E.  Ryan,  M.  D. 

The  Reference  Committee  considered  the  report  of  the 

Commission  on  Legislation  and  Governmental  Relations  and 

recommended  that  this  report  be  accepted  by  the  House  of 

Delegates. 


REPORT  OF  THE  COMMISSION 
ON  SCIENTIFIC  MEDICINE 

The  Commission  on  Scientific  Medicine  of  the 
South  Dakota  State  Medical  Association  met  twice 
during  this  year;  the  first  meeting  being  on  Septem- 
ber 6,  1969.  There  were  seven  members  present. 
Drug  Abuse  was  the  initial  item  on  the  agenda  and 
the  recommendation  was  made  to  the  Council  that 
the  State  Health  Department  should  be  urged  to 
participate  in  the  study  of  Drug  Abuse  problems; 
and  two,  that  five  copies  of  the  packet  published  by 
the  American  Medical  Association  on  Drug  Abuse 
should  be  distributed  to  each  District  Medical  Society 
and  a District  Meeting  should  be  devoted  to  self- 
education  of  physicians  on  drugs  and  drug  abuse. 
Three:  Physicians  at  the  District  level  should  be 
urged  to  promote  Drug  Abuse  programs  at  the  high 
school  and  junior  high  school  level  and  urge  medical 
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school  students  who  are  interested  to  present  pro- 
grams in  the  areas  during  their  preceptorships. 

The  second  item  on  the  agenda  was  the  Scientific 
Session  of  the  Annual  Meeting.  Mr.  Erickson  in- 
formed us  of  the  decision  to  eliminate  exhibits  at  the 
1970  annual  meeting.  It  was  recommended  by  the 
Commission  to  the  Council  that  the  business  sessions 
at  the  Annual  Meeting  be  split  with  a one-day  Sci- 
entific Session  being  held  on  May  23,  1970.  General 
topics  for  discussion  would  include  Alcoholism, 
Transplant  Surgery,  Plastic  Pediatric  Repair  of  Con- 
genital Deformities,  Coronary  Arteriography,  Rheu- 
matology and  Sexual  Maladjustments,  pei'haps  to  be 
presented  by  Dr.  Kermit  Krantz  of  the  University  of 
Kansas  Medical  School.  And  finally,  a panel  of  medi- 
cal school  personnel  and  possibly  students,  to  make 
Scientific  presentations  from  work  being  carried  on 
at  the  medical  school. 

The  meeting  was  adjourned  after  other  items  were 
discussed  with  no  action  being  taken. 

The  second  meeting  of  the  Commission  on  Scien- 
tific Medicine  was  held  on  the  28th  of  February,  1970 
with  four  members  of  the  Commission  being  present 
and  Robert  Raszkowski,  the  medical  student  repre- 
sentative also  attending.  Others  in  attendance  in- 
cluded James  L.  Vose,  M.  D.,  T.  R.  Anderson.  M.  D.. 
Alden  Heupel,  M.  D.  and  R.  H.  Quinn,  M.  D. 

The  first  item  on  the  agenda  was  a proficiency 
evaluation  program,  established  by  the  American 
College  of  Pathologists  which  had  been  referred  to 
our  Commission  by  the  Council  for  study  and  imple- 
mentation. The  Commission  directed  the  Executive 
office  to  send  a brochure  concerning  the  proficiency 
evaluation  program  and  a letter  to  the  physicians 
urging  them  to  participate  in  this  program. 

The  Judicial  Council  of  the  American  Medical  As- 
sociation has  made  a statement  regarding  the  billing 
of  Pathologist’s  fees.  This  statement  had  been  pre- 
viously endorsed  by  the  Council  and  referred  to  the 
Commission  for  study.  It  was  moved  and  seconded 
and  passed  that  the  Council  consider  re-affirmation 
of  the  Judicial  Council’s  ethical  stand  on  the  subject 
of  physician  billing  to  patients. 

The  next  item  was  a review  of  the  Scientific  Pro- 
gram for  the  1970  Annual  Meeting.  The  agenda  had 
been  confirmed  for  the  one-day  scientific  program 
on  Saturday,  May  23,  1970,  and  it  was  hoped  that 
this  would  help  to  stimulate  attendance  at  the  An- 
nual Session. 

Mr.  Erickson  reported  on  the  possibility  of  com- 
bining the  scientific  sessions  with  the  North  Central 
states.  No  action  was  taken  on  this  subject  by  the 
Commission. 

The  Commission  reviewed  the  Drug  Abuse  program 
proposed  by  Dr.  Hayes  for  the  State  of  South  Da- 
kota with  no  action  being  taken. 

General  comments  on  the  actions  of  the  Commis- 
sion during  the  past  year: 

1.  Attendance  at  meetings  has  been  less  than  op- 
timum during  the  year,  perhaps  because  of  poor 
timing  of  meetings,  but  we  hope  that  in  future  years, 
a greater  percentage  of  the  members  of  the  Commis- 
sion will  be  able  to  attend  meetings. 

2.  The  dilemma  of  a meaningful  scientific  pro- 
gram for  members  of  the  South  Dakota  State  Medi- 
cal Association  looms  as  our  greatest  problem  each 
year.  It  is  hoped  that  our  present  change  in  format 
of  the  Annual  Meeting  will  be  a current  solution  to 
this  problem.  If  not,  the  future  of  Scientific  Sessions 
at  Annual  Meetings  of  the  South  Dakota  State  Medi- 
cal Association  would  be  very  doubtful,  indeed. 

Respectfully  submitted, 

COMMISSION  ON  SCIENTIFIC 

MEDICINE 

Bruce  Lushbough,  M.  D.,  Chairman 

H.  Streeter  Shining,  M.  D. 

James  C.  Larson,  M.  D. 

H.  Phil  Gross,  M.  D. 

M.  G.  Mutch,  M.  D. 

R.  J.  Zakahi,  M.  D. 

R.  B.  Leander,  M.  D. 

E.  H.  Heinrichs,  M.  D. 

John  Tidd,  M.  D. 

David  Studenberg,  M.  D. 


Noel  deDianous,  M.  D. 

Karl  Wegner,  M.  D. 

The  Reference  Committee  considered  the  report  of  the 
Commission  on  Scientific  Medicine  and  recommended  that 
this  report  be  accepted  by  the  House  of  D eleyates . 


REPORT  OF  THE  COMMISSION  ON 
INTERNAL  AFFAIRS 

The  Internal  Affairs  Commission  met  September 
13,  1969  and  February  28,  1970.  Discussions  and  rec- 
ommendations regarding  the  following  matters  en- 
sued: compilation  of  the  obituary  includes  the  demise 
of  F.  J.  Abts,  M.  D.  in  July,  1969;  A.  S.  Jackson,  M.  D. 
in  September,  1969;  Hugo  C.  Andre,  M.  D.  in  Sep- 
tember, 1969;  F.  W.  Valkenaar,  M.  D.  in  October,  1969; 
L.  J.  Pankow,  M.  D.  in  November,  1969;  Abner  Wil- 
len,  M.  D.  in  November,  1969;  Magni  Davidson,  M.  D. 
in  December,  1969;  H.  P.  Volin,  M.  D.  in  February, 
1970  and  W.  H.  Karlins,  M.  D.  in  March,  1970. 

The  Commission  and  its  Sub-committee,  headed  by 
Dr.  Stoltz,  has  worked  on  the  proposed  loan  program 
for  para-medical  personnel  utilizing  the  funds  of  the 
Benevolent  Fund.  This  venture  has  been  done  cooper- 
atively with  the  Women’s  Auxiliary.  The  final  rec- 
ommendation stated  that  the  loans  be  limited  to  stu- 
dents receiving  their  training  at  institutions  in  South 
Dakota  and  that  the  loans  be  limited  to  ten  loans  per 
year  at  a maximum  of  $500  per  year.  Final  action  by 
a joint  conference  of  the  Commission  Sub-committee 
and  the  Auxiliary  Committee  is  now  pending.  The 
following  is  a financial  report  on  the  Benevolent 
Fund  for  the  past  year. 

March  17,  1969  - March  5,  1970 
Balance  in  Bank  March  17,  1969  $12,342.24 


INCOME 

Interest  $ 960.10 

Government  Bonds  Cashed  3,000.00 


$ 3,960.10  $ 3,960.10 


$16,302.34 

EXPENDITURES 

None 

Balance  in  Bank 

March  5,  1970  $16,302.34 

Assets  of  this  Fund  are  as  follows: 

Cash  in  Bank  $16,302.34 

Loans  (11)  4,448.00 


$20,750.34 

It  has  been  recommended  to  the  Council  that  the 
Commission  on  Communications  and  the  Commission 
on  Liaison  with  Allied  Organizations  be  combined  in- 
to one  commission  consisting  of  twelve  members  and 
that  this  change  in  the  by-laws  be  submitted  to  the 
House  of  Delegates  at  the  1970  annual  meeting. 

The  Budget  and  Audit  Committee  met  and  their 
report  was  presented  to  the  entire  Commission  and  it 
was  recommended  that  this  budget  be  presented  to 
the  House  of  Delegates  at  the  annual  meeting.  The 
Budget  and  Audit  Committee  report  is  attached. 

Mr.  Robert  Johnson,  student  representative  at  the 
South  Dakota  University  Medical  School,  presented  a 
plea  for  funds  for  SAMA  Chapter  at  Vermillion.  It 
was  recommended  that  $350  per  year  be  provided  to 
the  SAMA  Chapter  at  Vermillion. 

Respectfully  submitted, 

COMMISSION  ON  INTERNAL  AFFAIRS 

B.  J.  Begley,  M.  D.,  Chairman 

Saul  Friefeld,  M.  D. 

Bruce  Allen,  M.  D. 

Charles  S.  Roberts,  M.  D. 

David  Seaman,  M.  D. 

C.  Rodney  Stoltz,  M.  D. 

Richard  G.  Belatti,  M.  D. 

Edward  A.  Pasek,  M.  D. 

Edwin  J.  Moore,  M.  D. 

B.  T.  Lenz,  M.  D. 

James  Shaeffer,  M.  D. 

E.  A.  Rudolph,  M.  D. 

The  Reference  Committee  considered  the  report  of  the 
Commission  on  Internal  Affairs  and  recommended  that  this 
report  be  accepted  by  the  House  of  Delegates. 
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SOUTH  DAKOTA  STATE  MEDICAL 
ASSOCIATION  PROPOSED  FINANCIAL  REPORT 

1970  - 1971 


Budgeted 

Proposed 

For 

Item 

1969-70 

1970-71 

State  Dues  

$48,000.00 

$59,000.00 

Annual  Meeting  

9,000.00 

7,500.00 

Refunds  & Misc.  

1,000.00 

1.000.00 

Interest  

500.00 

500.00 

Car  Reimbursement  

1,200.00 

1,400.00 

Income  Administrative  „ 

700.00 

600.00 

$60,400.00 

$70,000.00 

EXPENSES 

Budgeted 

Proposed 

For 

Item 

1969-70 

1970-71 

Salary,  Executive  

$ 7,200.00 

$ 7,200.00 

Salary,  Other  

12,000.00 

15,500.00 

Social  Security  ...  

900.00 

1,000.00 

Legal  & Audit  

3.000.00 

3,500.00 

Telephone  & Telegraph  . 

2,000.00 

2,000.00 

Office  Supplies  

2,300.00 

2,500.00 

Dues  & Subscriptions  ..... 

800.00 

800.00 

Physician  Travel 

4,000.00 

4,000.00 

Annual  Meeting  

....  8,500.00 

8,000.00 

Public  Relations  

3,200.00 

5,000.00 

Rent  

3,000.00 

3,000.00 

Miscellaneous  

50.00 

100.00 

Postage  

2,200.00 

2,500.00 

Legislative  Expense  

1,500.00 

2,000.00 

Medical  School  End.  

200.00 

200.00 

Car  Expense  

2,200.00 

2,500.00 

Clinical  Pathology  

200.00 

200.00 

Staff  Travel  

4.300.00 

4,500.00 

Insurance  

100.00 

100.00 

Employment  Tax  

50.00 

100.00 

Employee  Relations  

1,800.00 

2,000.00 

Taxes  

200.00 

200.00 

Auxiliary  Newsletter  _____ 

700.00 

700.00 

*60, 400.00 

$67,600.00 

Reserve  

— 

2,400.00 

$70,000.00 


SOUTH  DAKOTA 
JOURNAL  OF  MEDICINE 


INCOME 

Proposed 

Budgeted  For 

Item  1969-70  1970-71 

Advertising  $23,800.00  $23,800.00 

Subscriptions  800.00  400.00 

Miscellaneous  600.00  600.00 

Refunds  800.00  800.00 


$26,000.00 

$25,600.00 

EXPENSES 

Proposed 

Budgeted 

For 

Item 

1969-70 

1970-71 

Salary,  Editor  

._____.$  720.00 

$ 720.00 

Salary,  Staff  ___  

.......  3,900.00 

3,900.00 

Legal  & Audit  

200.00 

100.00 

Rent  

600.00 

600.00 

Telephone  & Telegraph  _. 

300.00 

300.00 

Social  Security 

120.00 

100.00 

Office  Supplies  

.......  19,000.00 

18,720.00 

Postage  

900.00 

900.00 

Employee  Relations  

60.00 

60.00 

Taxes 

Misc.  Expenses  . 

. 

$26,000.00  $25,600.00 


BUILDING  FUND 


Item 

INCOME 

Budgeted 

Proposed 

For 

1969-70 

1970-71 

Blue  Shield  Rent  

$28,800.00 

$28,800.00 

Association  Rent  ... . 

3,000.00 

3,000.00 

Journal  Rent  .....  

600.00 

600.00 

Board  of  Exam.  Rent 

600.00 

600.00 

Miscellaneous  Income 

$33,000.00 

$33,000.00 

EXPENSES 

Budgeted 

Proposed 

For 

Item 

1969-70 

1970-71 

Janitor,  repair 
& improvements 

$ 7,000.00 

$ 7,000.00 

Utilities  

5,000.00 

5,000.00 

Interest  

5,000.00 

5,000.00 

Repayment  of  Loans 

...  8,000.00 

8,000.00 

Legal  & Audit  

1,000.00 

1,000.00 

Taxes  & Insurance  ... 

5,000.00 

5,000.00 

$31,000.00 

$31,000.00 

Reserve  

2,000.00 

2,000.00 

$33,000.00 

$33,000.00 

REPORT  OF  THE  EXECUTIVE  COMMITTEE 

The  Executive  Committee  has  been  called  into  ses- 
sion on  only  one  occasion  during  the  fiscal  year.  The 
Executive  Committee  met  on  April  18,  1970  in  Sioux 
Falls,  South  Dakota.  The  meeting  was  called  to  dis- 
cuss the  statement  made  by  Robert  H.  Finch,  Secre- 
tary of  Health,  Education  and  Welfare,  on  Medicaid 
and  Medicaid  reforms.  Mr.  Finch’s  report  was  dated 
March  25,  1970.  The  results  of  this  meeting  have  been 
forwarded  to  the  Council  of  the  South  Dakota  State 
Medical  Association. 

Respectfully  submitted, 

Robert  H.  Quinn,  M.  D. 

Chairman  of  the  Executive 

Committee 

G.  Robert  Bartron,  M.  D. 

A.  P.  Reding,  M.  D. 

Clark  Johnson,  M.  D. 

William  Taylor,  M.  D. 

J.  A.  Muggly,  M.  D. 

The  Reference  Committee  considered  the  report  of  the 
Executive  Committee  and  recommends  the  acceptance  of  this 
report. 


REPORT  OF  THE  GRIEVANCE  COMMITTEE 

Since  the  time  of  the  last  meeting  of  the  State  As- 
sociation in  June,  1969,  there  have  been  no  meetings 
of  the  Grievance  Committee.  However,  there  was  one 
grievance  filed  with  the  Committee  which  was  in- 
vestigated and  a recommendation  was  made  to  both 
the  physician  and  the  father  of  the  patient  involved. 
This  indication  to  the  parties  was  made  on  October 
22,  1969,  and  since  that  time  nothing  more  has  been 
heard  from  either  of  the  parties  involved  in  the 
grievance.  Consequently  it  is  thought  that  the  griev- 
ance has  been  amicably  settled. 

There  is  one  other  grievance  which  has  been  filed 
with  the  Committee  recently.  This  is  now  under  in- 
vestigation and  consideration  at  the  present  time. 

Respectfully  submitted, 

C.  Rodney  Stoltz,  M.  D. 

Chairman  of  the  Grievance 

Committee 

John  J.  Stransky,  M.  D. 

James  P.  Steele,  M.  D. 

Paul  Hohm,  M.  D. 

John  T.  Elston,  M.  D. 

The  Reference  Committee  considered  the  report  of  the 
Grievance  Committee  and  recommends  the  acceptance  of 
this  report. 
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REPORT  OF  THE  STATE  UTILIZATION  AND 
INSURANCE  REVIEW  COMMITTEE 

The  State  Utilization  and  Review  Committee  has 
had  its  busiest  year  ever.  There  has  been  an  increase 
in  work  load,  probably  because  of  the  type  of  situ- 
ations that  requires  the  services  of  a Utilization  and 
Review  Committee  and,  also,  by  the  fact  that  we 
have  now  employed  the  computer  to  select  cases  to 
be  reviewed  by  the  Committee. 

Peer  review  is  becoming  more  evident  throughout 
the  country  in  that  hospitals  are  setting  up  and  util- 
izing active  peer  review  concurrent  with  the  patients’ 
charts.  They  are  finding  that  this  is  very  rewarding, 
both  as  to  quality  control  as  well  as  under-utilization 
and  over-utilization  evaluation  of  hospital  services. 

Since  the  annual  meeting  last  year  our  Commis- 
sion has  met  four  times  to  discuss  various  problems. 
We  have  studied  numerous  types  of  cases  varying 
from  length  of  stay  in  the  hospital  to  surgical  charg- 
es. We  had  special  meetings  on  two  occasions;  one  to 
discuss  unusual  charges  for  treatment  of  burns  where 
we  met  with  the  attending  physician,  the  patient  and 
the  patient’s  family.  We  also  had  a special  meeting  to 
discuss  excessive  utilization  by  one  of  the  physicians 
in  the  State,  both  in  the  realm  of  office  and  hospital 
services.  Our  findings  on  this  particular  case  were 
referred  to  the  Council  of  the  State  Association  for 
study  and  disciplinary  action  has  been  taken.  Other 
matters  that  were  brought  to  our  attention  were  the 
problems  of  consultations  and  concurrent  care,  exces- 
sive laboratory  utilization,  excessive  electrocardio- 
grams and,  also,  question  of  frequency  of  injectable 
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medications  and  reasonable  charges  for  injections. 
We,  also,  discussed  the  problem  of  coding  for  anes- 
thesiology services  that  would  include  central  venous 
pressure  and  electrocardiographic  monitoring  during 
anesthesia. 

A number  of  precedents  have  been  established  for 
various  problems  that  have  occurred  throughout  the 
state,  allowing  the  Medical  Director  of  the  carrier 
to  make  certain  judgments  on  cases  based  on  past 
precedent  and  experience.  In  general  physicians  in 
the  state  appeared  to  be  doing  a satisfactory  job  both 
in  the  quality  of  the  service  rendered  and  reasonable 
charges.  There  are  a few  names  that  appear  before 
the  Committee  quite  frequently  and  these  offenders 
are  known  to  themselves.  The  Committee  feels  that 
there  has  been  improvement  in  quality  of  care  since 
the  Committee  began  functioning  in  1966,  but  there 
is  always  room  for  continued  improvement  for  medi- 
cal services  wherever  they  may  be  rendered. 

In  the  meeting  that  was  held  November  22,  1969, 
we  met  with  several  chairmen  of  the  district  com- 
mittees. The  district  committees  are  now  functioning 
actively  in  reviewing  a number  of  cases  that  have 
been  questioned  as  far  as  utilization  is  concerned. 


Their  work  is  certainly  appreciated  by  the  State  Com- 
mittee. 

Respectfully  submitted, 

STATE  UTILIZATION  AND 
INSURANCE  REVIEW  COMMITTEE 
E.  W.  Sanderson,  M.  D.,  Chairman 
H.  R.  Brown,  M.  D. 

C.  B.  McVay,  M.  D. 

E.  S.  Palmerton,  M.  D. 

H.  R.  Lewis,  M.  D. 

R.  Dean,  M.  D. 

The  Reference  Committee  considered  the  report  of  the 
State  Utilization  and  Review  Committee.  The  Reference 
Committee  recommends  the  acceptance  of  this  report.  The 
Reference  Committee  agrees  unanimously  that  first  priority 
must  be  given  to  the  problems  of  utilization  and  review  and 
recommends  strongly  that  the  House  of  Delegates  instruct 
the  Council  to  direct  its  attention  to  implementing  the  de- 
velopment of  functioning  utilization  and  review  committees 
in  every  hospital,  in  every  district,  no  matter  how  small, 
and  to  streamlining  the  functions  of  the  State  Utilization  and 
Review  Committee  to  utilize  the  hospital  and  district  utiliza- 
tion and  review  committees  effectively. 


BLUES  GAIN  IN  LATEST  FEP 
ENROLLMENT 

Blue  Shield  and  Blue  Cross  now  cover  slightly 
more  than  60  percent  of  all  government  workers 
in  the  Federal  Employee  Program.  A net  gain 
of  more  than  100,000  contracts  (in  excess  of  300,- 
000  participants)  is  anticipated  by  the  time 
total  figures  are  in.  As  a result  of  the  recently 
concluded  FEP  “open  season,’’  Blue  Shield  estab- 
lished a 6.6  percent  increase  in  total  contracts. 
During  the  previous  open  season  in  1966,  a two 
percent  increase  resulted. 


AVAILABLE:  Well  established  General  Prac- 
tice for  one  or  two  men.  Present  physician  is 
returning  to  graduate  school.  New,  well 
equipped  clinic  located  in  a prosperous,  pro- 
gressive community  of  1200,  28  miles  from 
Downtown  Minneapolis.  Four  hospitals  in  im- 
mediate vicinity.  Any  terms  available.  Contact 
R.  E.  Simms,  Security  State  Bank  of  St. 
Michael,  St.  Michael,  Minnesota.  Telephone 
612-673-2131. 


ANNOUNCEMENTS 

The  1970  Symposium  SURGERY  AND  THE 
CORONARY  ARTERY  — AN  EVALUATION 
will  be  held  at  the  Valhalla  Hall,  Wisconsin 
State  University,  La  Crosse,  Wisconsin,  on  Wed- 
nesday, September  23,  1970.  For  more  informa- 
tion contact  A.  Erik  Gundersen,  M.D.,  Depart- 
ment of  Thoracic  Surgery,  Gundersen  Clinic, 
Ltd.,  La  Crosse,  Wisconsin  54601. 


The  30th  Annual  AMA  Congress  on  Occupa- 
tional Health  to  be  held  in  Los  Angeles,  Cali- 
fornia, September  30  - October  1,  1970.  AAGP 
Credit.  Contact  the  Century  Plaza  Hotel,  Los 
Angeles. 


KEYS  TO  LONG  LIFE 

General  happiness  and  satisfaction  in  one’s 
work  are  listed  as  two  apparent  keys  to  lon- 
gevity in  a 13-year  study.  Abstinence  from 
tobacco  ranks  next,  according  to  Psychiatric 
News  which  reported  the  study  by  Dr.  Erdman 
B.  Palmore  of  the  Center  for  the  Study  of 
Aging  and  Human  Development  at  Duke  Uni- 
versity. 


Taste! 


Dicarbosil. 

ANTACID 

Your  ulcer  patients  and 
others  will  love  it.  Specify 
DICARBOSIL  144's-144  tab- 
lets in  1 2 rolls. 

{ ARCH  LABORATORIES 

fi  ll!  319  South  Fourth  Street,  St.  Louis,  Missouri  63102 
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Minutes  of 

South  Dakota  Medical  Service,  Inc. 
Corporate  Body  Meeting 

Sioux  Falls,  South  Dakota 
May  22,  1970 

The  meeting  was  called  to  order  by  B.  F.  King, 
M.D.,  President,  at  2:00  o’clock,  Friday,  May  22,  1970, 
pursuant  to  notice  duly  given. 

President  King  instructed  the  Secretary,  Richard 


C.  Erickson,  to  call  the  roll, 
call  were  as  follows: 

Robert  H.  Quinn,  M.D. 

J.  A.  Muggly,  M.D. 

G.  Robert  Bartron,  M.D. 

A.  P.  Reding,  M.D. 

Clark  Johnson,  M.D. 

J.  T.  Elston,  M.D. 

William  Taylor,  M.D. 

G.  E.  Tracy,  M.D. 

C.  L.  Swanson,  M.D. 

Fred  Leigh,  M.D. 

Harvard  Lewis,  M.D. 

E.  T.  Lietzke,  M.D. 

E.  T.  Ruud,  M.D. 

Harold  Lowe,  M.D. 

Alfred  Shousha,  M.D. 
Samuel  Rosa,  M.D. 

R.  Auskaps,  M.D. 

D.  N.  Fedt,  M.D. 

R.  G.  Belatti,  M.D. 
Donald  Scheller,  M.D. 


Members  present  for  roll 

G.  M.  Huet,  M.D. 

G.  Robert  Bell,  M.D. 

J.  O.  Mabee,  M.D. 

V.  R.  Vonburg,  M.D. 

P.  K.  Aspaas,  M.D. 

James  Shaeffer,  M.D. 

R.  R.  Giebink,  M.D. 
Edward  Daw,  M.D. 

D.  M.  Lang,  M.D. 

M.  G.  Mutch,  M.D. 
George  W.  Knabe,  M.D. 
Robert  Foley,  M.D. 

L.  W.  Behan,  M.D. 

J.  T.  Elston,  M.D. 

Gordon  Paulson,  M.D. 
George  F.  Wood,  M.D. 

T.  E.  Mead,  M.D. 

George  Angelos,  M.D. 

M.  R.  Cosand,  M.D. 

B.  O.  Lindbloom,  M.D. 


President  called  for  comment  or  discussion  by  the 
delegates  of  the  Financial  Report  as  submitted  to 
them.  Dr.  P.  K.  Aspaas  moved  approval  by  the  Cor- 
porate Body  of  the  Financial  Reports  as  provided  and 
given  to  the  delegates.  Such  motion  was  seconded  by 
Dr.  G.  E.  Tracy.  Upon  oral  vote,  the  same  was  ap- 
proved unanimously. 

President  King  requested  that  Dr.  Elston  report 
to  the  delegates  the  nominations  for  director  vacan- 
cies as  proposed  by  the  Nominating  Committee.  Dr. 
Elston  reported  that  the  Nominating  Committee  pro- 
posed the  names  of  the  following  persons  for  Direc- 
tors of  Blue  Shield: 

T.  H.  Sattler,  M.D.,  of  Yankton, 

E.  A.  Johnson,  M.D.,  of  Milbank, 

D.  H.  Breit,  M.D.,  of  Sioux  Falls  and 
Donald  Howe  of  Lead. 

Dr.  Elston  then  formally  placed  the  names  of  such 
persons  in  nomination  for  the  position  of  Directors 
of  South  Dakota  Blue  Shield  for  a term  of  three  (3) 
years.  Such  nominations  were  seconded  by  Dr.  A.  P. 
Reding.  President  King  called  for  further  nominations 
from  the  floor  by  delegates  and  no  further  nomina- 
tions were  made.  Dr.  Marion  Cosand  moved  that 
nominations  for  positions  of  directors  of  Blue  Shield 
cease  and  that  the  Secretary  be  ordered  to  cast  a 
unanimous  ballot  for  the  persons  nominated.  Such 
motion  was  seconded  by  Dr.  Fred  Leigh.  Upon  oral 
vote,  the  same  was  approved  unanimously  and  the 
President  declared  the  foregoing  parties  elected  to 
positions  of  Directorship  for  a period  of  three  (3) 
years  pursuant  to  the  action  of  the  Corporate  Body. 


Also  present  were  Ex-officio  non-voting  Medical 
School  Delegates: 

Sam  L.  Mortimer,  Student  Representative, 

Edward  Kaufman,  Student  Councilor, 

Michael  McVay,  Medical  Student. 

A quorum  was  declared  present. 

President  King  presented  the  President's  Report 
to  the  Corporate  Body  which  reviewed  South  Dakota 
Medical  Service,  Inc.,  hereafter  called  Blue  Shield, 
activities  of  the  previous  year. 

The  President  called  for  consideration  of  the 
Minutes  of  the  last  meeting.  Dr.  Reding  moved  that  a 
reading  of  the  same  be  dispensed  with  because  such 
Minutes  had  previously  been  published  and  sent  to 
each  member.  The  motion  was  seconded  by  Dr. 
Aspaas.  Upon  vote  of  the  Corporate  Body,  reading 
of  the  Minutes  of  the  last  meeting  was  dispensed  with 
unanimously. 

The  President  called  for  consideration  of  the  por- 
tion of  the  meeting  agenda  entitled  “Financial  Re- 
ports.” He  requested  that  Mr.  Erickson,  Executive- 
Secretary,  review  the  same.  Mr.  Erickson  referred 
them  to  the  Handbook  that  was  mailed  to  each  dele- 
gate prior  to  the  meeting  and  which  therein  contains 
a detailed  report  of  the  fiscal  affairs  of  the  corpora- 
tion as  prepared  by  Broeker  Hendrickson  and  Com- 
pany, accountants.  Mr.  Erickson  recapped  the  Finan- 
cial Report  as  compiled.  He  reviewed  the  additions  to 
surplus  as  shown  on  the  Report  and  advised  the  mem- 
bership that  upon  a recent  audit  by  the  Commis- 
sioner of  Insurance  Office,  South  Dakota  Blue  Shield 
is  found  to  be  in  good  financial  condition. 

He  further  stated  that  emphasis  of  South  Dakota 
Blue  Shield  has  been  placed  upon  investing  funds  in 
local  financial  institutions.  Therefore,  the  Report  re- 
flects the  holding  of  a high  degree  of  Certificates  of 
Deposit  in  South  Dakota  banks. 

Mr.  Erickson  referred  the  members  of  the  Cor- 
porate Body  to  Page  3 of  their  Delegate's  Handbook 
which  set  out  the  Financial  Report  relative  to  the 
Title  XIX  Program  administered  by  Blue  Shield  and 
briefly  commented  thereon.  He  also  referred  the 
members  of  the  Corporate  Body  to  their  Delegate’s 
Handbook,  Pages  4 and  5,  relative  to  the  fiscal  affairs 
of  Blue  Shield’s  administration  of  Title  XVIII  (Med- 
icare) and  Champus.  He  again  briefly  reviewed  the 
handling  of  such  programs  by  Blue  Shield.  The 


Following  the  vote  thereon,  Dr.  R.  R.  Giebink 
asked  the  President  to  inform  the  group  of  the  per- 
centage of  attendance  of  directors  at  Blue  Shield 
Board  meetings.  President  King  stated  he  did  not 
have  the  exact  figures  but  he  knew  that  the  attend- 
ance of  directors  at  Board  Meetings  of  South  Dakota 
Blue  Shield  was  about  95%. 

The  President  called  for  consideration  of  any  other 
Old  Business  desired  by  the  delegates.  No  other  Old 
Business  was  presented  for  consideration. 

President  King  called  for  consideration  of  that  por- 
tion of  the  meeting  agenda  entitled  New  Business  and 
asked  Mr.  Erickson  to  discuss  the  portion  thereof  en- 
titled Proposed  Major  Medical  Contract. 

Mr.  Erickson  discussed  the  proposals  for  issuing  of 
a joint  Major  Medical  Certificate  by  South  Dakota 
Blue  Shield  and  Blue  Cross  of  Sioux  City,  Iowa.  He 
referred  them  to  material  they  had  previously  re- 
ceived thereon  along  with  the  notice  of  this  meeting. 
He  explained  the  reasons  why  a proposal  was  being 
made  to  offer  such  a plan  in  South  Dakota  at  this 
time.  It  was  explained  to  the  delegates  that  approval 
of  such  a new  plan  required  their  approval  and  that 
even  after  their  approval  it  would  be  necessary  to 
receive  authorization  to  issue  the  same  by  the  South 
Dakota  Insurance  Commissioner. 

A discussion  by  the  delegates  followed  the  presen- 
tation of  information  by  Mr.  Erickson.  Dr.  G.  E.  Tracy 
moved  that  the  Corporate  Body  approve  the  issuance 
of  a Major  Medical  Contract  by  South  Dakota  Blue 
Shield;  that  the  Blue  Shield  staff  and  the  Board  of 
Directors  be  authorized  to,  in  conjunction  with  Blue 
Cross  of  Sioux  City,  prepare  such  a contract;  and  that 
the  issuance  thereof  be  subject  to  the  necessary  ap- 
proval of  the  South  Dakota  Insurance  Commissioner. 
The  motion  was  seconded  by  Dr.  C.  L.  Swanson.  Upon 
oral  vote,  the  same  was  approved  unanimously  by 
the  Corporate  Body. 

The  President  called  for  consideration  of  any  other 
New  Business  desired  by  the  delegates.  No  other  new 
business  was  presented  to  be  considered. 

President  King  stated  that  he  would  entertain  a 
motion  for  adjournment.  Dr.  B.  O.  Lindbloom  moved 
adjournment.  The  motion  was  seconded  by  Dr.  Donald 
Scheller,  and  approved  unanimously. 

Richard  C.  Erickson,  Secretary 
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SOUTH  DAKOTA 


SOUTH  DAKOTA  MEDICAL  SERVICE,  INC. 

BALANCE  SHEET 
DECEMBER  31,  1969 

ASSETS 

Ledger  Assets: 

Cash  on  hand  and  in  bank  $219,655.55 

Accounts  receivable  — Federal  Program  12,433.68 

Accounts  receivable  — N.  W.  Bell  Telephone  Co.  8,175.21 

Accounts  receivable  — Lutheran  Hospital  & 

Home  Society  of  America  1,336.48 

Savings  Certificates: 

Farmers  & Merchants  Bank,  Aberdeen,  S.  D.  15,000.00 

First  National  Bank,  Sioux  Falls,  S.  D.  15,000.00 

Western  State  Bank,  Sioux  Falls,  S.  D.  15,000.00 

Northwestern  National  Bank,  Sioux  Falls,  S.  D.  15,000.00 

First  National  Bank,  Brookings,  S.  D.  15,000.00 

American  National  Bank,  Rapid  City,  S.  D.  15,000.00 

Rushmore  State  Bank,  Rapid  City,  S.  D.  15,000.00 

First  National  Bank  of  Black  Hills,  Rapid  City,  S.  D 15,000.00 

Citizens  Bank,  Mobridge,  S.  D.  15,000.00 

Security  Bank,  Webster,  S.  D.  15,000.00 

Farmers  & Merchants  Bank,  Watertown,  S.  D.  15,000.00 

American  State  Bank,  Yankton,  S.  D.  15,000.00 

First  Dakota  National  Bank,  Yankton,  S.  D.  15,000.00 

Valley  State  Bank,  Yankton,  S.  D..  15,000.00 

Commercial  Trust  and  Savings,  Mitchell,  S.  D.  15.000.00 

Mitchell  National  Bank,  Mitchell,  S.  D.  15,000.00 

Farmers  & Merchants  Bank,  Huron,  S.  D.  15,000.00 

Citizens  State  Bank,  Clark,  S.  D.  15,000.00 

Ipswich  State  Bank,  Ipswich,  S.  D. 15,000.00 

Custer  County  Bank,  Custer,  S.  D.  15.000.00 

Dakota  State  Bank,  Milbank,  S.  D.  15.000.00 

Lyman  County  Bank,  Kennebec,  S.  D.  15,000.00 

Bank  of  Lemmon,  Lemmon,  S.  D.  15,000.00 

First  State  Bank,  Armour,  S.  D.  15,000.00 

First  Federal  Savings  & Loan,  Huron,  S.  D.  _ 10,000.00 

Home  Federal  Savings  & Loan,  Sioux  Falls,  S.  D.  10,000.00 

First  Federal  Savings  & Loan,  Watertown,  S.  D.  10,000.00 

U.  S.  Treasury  Bond 10,000.00 

U.  S.  Treasury  Bills  96,076.89 

U.  S.  Treasury  Notes  368,999.27 

Mortgage  Loan — South  Dakota  Medical  Association 71.153.80 

Real  Estate  28,000.00 


Total  Ledger  Assets  $1,205,830.88 

LIABILITIES  AND  RESERVES 

Liabilities: 

Accrued  State  of  South  Dakota  premium  tax  payable $ 9,055.69 

Accounts  payable  — Federal  Program 14,500.00 

Accounts  payable  — N.  W.  Bell  Telephone  Co.  2,815.00 

Accounts  payable  — Lutheran  Hospital  & 

Home  Society  of  America  1,176.53 


Total  Liabilities  27,547.22 

Deferred  Income: 

Unearned  subscribers  dues  85,882.67 

Reserves: 

Estimated  claims  not  reported  $250,000.00 

Equalization  of  Complementary  65  Program  90,000.00 


Total  Reserves  $340,000.00 

Surplus  — Unassigned  752,400.99 


Total  Liabilities  and  Reserves  $1,205,830.88 
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STATEMENT  OF  INCOME  AND  EXPENSES 
FOR  THE  YEAR  ENDED  DECEMBER  31.  1969 


Receipts: 

Earned  subscription  income  $1,809,141.79 

Interest  earned  . 36,935.89 


$1,846,077.68 

Medical  and  Surgical  Claim  Expenses: 

Participating  physicians  $ 885,468.51 

Non-participating  physicians  384,040.47 


$1,269,508.98 


Operating  Expenses: 

Salaries  $ 254,251.31 

Travel  expense  25,569.09 

Boards,  bureaus  and  associations  10,140.07 

Legal  expense  11,573.52 

Printing  and  stationery  17,455.94 

Books,  newspapers  and  periodicals  514.30 

Postage  18,633.39 

Telephone  and  Telegraph  15,613.52 

Advertising  12,258.06 

Rent  28,860.00 

Insurance  1,307.15 

Employee  relations  22,684.06 

Auditing,  actuarial  and  consulting  4,736.63 

Outside  service  agencies  206,581.57 

Miscellaneous  expense  1.72 

Social  Security  tax  expense  10,990.34 

Taxes,  licenses  and  fees  _ 7,052.65 

Other  taxes  3,059.57 

Office  supplies  12,229.47 

Billing  and  collection  expense  121,727.87 

Equipment  rental  7,117.48 

Depreciation  4,724.09 

Board  meeting  expense  8,341.67 

Personal  property  tax  1,170.84 

$ 806,594.31 

Less  reimbursements  571,765.52 


Net  Operating  Expense  $ 234,828.79 

Total  expenses  and  claims  payments  1,504,337.77 

Net  Operating  Income  341,739.91 

Other  Charges  or  Credits: 

Estimated  reserve  for  unreported  services  103,273.37 

Net  Gain  to  Surplus  — Unassigned  238,466.54 


44 


SOUTH  DAKOTA 


ARMY  MEDICARE  PROGRAM 


CHAMPUS 


December  Year  to  Date 


INCOME 

1969 

1968 

1969 

1968 

A.  Claims  Income  

... 

.—$11,247.85 

$ 9,827.14 

$83,791.64 

$ 96,263.00 

B.  Administration  Income  

— 

560.00 

429.00 

6,416.70 

4,212.25 

Total  Income  

.-$11,807.85 

$10,256.14 

$90,208.34 

$100,475.25 

EXPENSE 

A.  Claims  Expense  

$11,230.75 

$22,668.02 

$88,504.66 

$ 84,271.68 

B.  Administration  Expense  

„ 1,045.90 

973.21 

7,884.32 

6,190.26 

Total  Expense  

$12,276.65 

$23,641.23 

$96,388.98 

$ 90,461.94 

% of  Adm.  Expense 

To  Claims  Expense  

9.3% 

4.3% 

8.9% 

7.3% 

ADMINISTRATIVE  EXPENSE 

Salaries  

$ 610.29 

$ 456.58 

$4,810.87 

$3,320.49 

Travel  ... 

7.32 

—0— 

101.24 

17.57 

Rent  

92.00 

92.00 

644.00 

644.00 

Boards,  Bureaus  & Assn.  

14.43 

7.41 

100.32 

55.76 

Legal  Expense  

. - —0— 

—0— 

—0— 

26.75 

Furniture  Depreciation 

— (18.24) 

16.59 

76.60 

116.09 

Equipment  Rental  

—0— 

38.67 

9.53 

Printing  & Stationery  __ 

. .54 

—0— 

18.53 

15.56 

Office  Supplies  

6.43 

1.18 

374.58 

158.04 

Books,  Periodicals  

—0— 

—0— 

80.37 

16.08 

Postage  

58.37 

23.98 

442.61 

173.93 

Telephone  

8.47 

1.60 

90.55 

91.86 

Wire  System 

. ..  . —0— 

—0— 

—0— 

—0— 

Insurance  

8.16 

—0— 

8.16 

—0— 

Employee  Relations  

144.24 

142.66 

395.78 

354.21 

Auditing  _ 

. —0— 

—0— 

—0— 

—0— 

Pay  to  Service  Agencies  

73.16 

199.42 

380.51 

981.44 

Social  Security  

29.18 

22.20 

230.36 

145.94 

Board  Meeting  

—0— 

—0— 

—0— 

—0— 

Miscellaneous 

—0— 

—0— 

—0— 

—0— 

Other  Taxes  _ 

11.55 

9.59 

91.17 

63.01 

NET  OPERATING  EXPENSE  — 

$1,045.90 

$ 973.21 

$7,884.32 

$6,190.26 
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MEDICARE 


TITLE  XVIII— PART  B 


INCOME 

December 

Year  lo 

Date 

1969 

1968 

1969 

1968 

A.  Claims  Income  

$342,221.46 

$276,000.00 

$3,930,221.46 

$3,844,000.00 

B.  Administration  Income  

.....  ......  83,778.54 

29,000.00 

446,778.54 

341,000.00 

Total  Income  

$426,000.00 

$305,000.00 

$4,377,000.00 

$4,185,000.00 

EXPENSE 

A.  Claims  Expense  

$353,119.59 

$276,161.90 

$3,939,825.89 

$3,822,285.77 

B. 

Administration  Expense  

77,674.41 

28,876.79 

423,351.01 

311,088.37 

Total  Expense  

% of  Adm.  Expense 

To  Claims  Expense  

$430,794.00 

22.0% 

$305,038.69 

10.5% 

$4,363,176.90 

10.7% 

$4,133,374.14 

8.1% 

ADMINISTRATIVE  EXPENSE 

Salaries  

$13,842.81 

$10,817.29 

$151,379.30 

$135,299.93 

Travel  

574.48 

118.99 

12,154.56 

3,619.16 

Rent  

1,567.00 

1,567.00 

18,804.00 

18,804.00 

Boards  & Bureaus  

...  458.03 

210.80 

4,935.09 

2,278.46 

Legal  Expense  

— 

60.89 

225.95 

5,949.35 

3,526.29 

Furniture  Depreciation  

(183.94) 

209.94 

2,317.07 

2,465.40 

Equipment  Rental  

260.39 

401.85 

5,993.95 

5,854.08 

Printing  

454.23 

3,314.49 

11,685.02 

9,866.34 

Office  Supplies  

353.56 

125.85 

7,176.61 

6,340.16 

Periodicals  

— 

—0— 

—0— 

194.32 

50.17 

Postage  

901.95 

966.02 

12,174.81 

12,888.47 

Telephone  

1,034.22 

855.64 

10,456.61 

8,679.53 

Wire  System  

—0— 

110.00 

—0— 

149.67 

Insurance  

114.23 

—0— 

550.57 

462.61 

Empl.  Benefits  

3,568.32 

2,284.37 

11,966.04 

10,757.36 

Auditing  

— 

—0— 

—0— 

—0— 

—0— 

Service  Agencies  

— 

— 

54,039.47 

7,707.03 

161,123.98 

83,143.43 

Social  Security  

651.85 

490.16 

7,101.87 

5,830.11 

Board  Meeting 

—0— 

—0— 

—0— 

—0— 

Miscellaneous  

—0— 

—0— 

—0— 

—0— 

Other  Taxes  

258.02 

211.66 

2,811.16 

2,517.55 

Title  XIX  Usage 

(281.10) 

(740.25) 

(3,423.30) 

(1,444.35) 

NET  OPERATING  EXPENSE 

$77,674.41 

$28,876.79 

$423,351.01 

$311,088.37 
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MEDICAL  ASSISTANCE  PROGRAM 


TITLE  XIX 


December 

Year  to 

Date 

INCOME 

1969 

1968 

1969 

1968 

A.  Claims  Income  

$67,535.60 

$77,919.82 

$1,017,715.51 

$679,444.19 

B.  Administration  Income  

7,087.11 

3,806.85 

112,158.73 

52,483.01 

Total  Income  

$74,622.71 

$81,726.67 

$1,129,874.24 

$731,927.20 

EXPENSE 

A.  Claims  Expense  - 

$67,113.74 

$78,097.43 

$1,009,701.53 

$682,875.39 

B.  Administration  Expense  

— 

7,159.22 

7,347.26 

86,790.76 

63,679.77 

Total  Expense  



$74,272.96 

$85,444.69 

$1,096,492.29 

$746,555.16 

% of  Adm.  Expense 

To  Claims  Expense  

10.7% 

9.4% 

8.6% 

9.3% 

ADMINISTRATIVE  EXPENSE 

Salaries  

.$3,728.00 

$3,352.13 

$44,899.03 

$34,296.66 

Travel  

93.91 

—0— 

1,417.39 

769.27 

Rent  

..  433.00 

433.00 

5,196.00 

5,097.00 

Boards,  Bureaus  & Assn.  

..  118.03 

44.64 

1,145.52 

319.59 

Legal  Expense  

..  —0— 

—0— 

22.50 

—0— 

Furniture  Depreciation  

..  (90.05) 

67.67 

1,125.67 

735.81 

Equipment  Rental  

47.93 

—0— 

579.05 

197.90 

Printing  & Stationery  „ 

10.18 

—0— 

1,357.00 

2,154.22 

398.65 

Office  Supplies  

38.64 

26.83 

1,319.74 

Books,  Periodicals  

..  —0— 

—0— 

58.79 

8.28 

Postage  

136.10 

189.48 

2,139.65 

1,770.74 

Telephone  __  __  . 

104.71 

98.89 

1,407.82 

1,271.86 

Wire  System  

..  —0— 

—0— 

—0— 

—0— 

Insurance 

32.24 

—0— 

43.08 

5.70 

Employee  Relations  

..  660.11 

914.94 

3,269.43 

2,683.77 

Auditing 

._  —0— 

—0— 

—0— 

—0— 

Pay  to  Service  Agencies  ____  

1,600.73 

2,004.51 

19,006.57 

12,643.79 

Social  Security  

..  176.02 

150.28 

2,127.07 

1,509.27 

Board  Meeting  

._  —0— 

—0— 

—0— 

—0— 

Miscellaneous  

..  —0— 

—0— 

—0— 

—0— 

Other  Taxes 

69.67 

64.89 

841.97 

651.74 

NET  OPERATING  EXPENSE  _ ..  ..  

..$7,159,22 

$7,347.26 

$86,790.76 

$63,679.77 
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DISTINGUISHED  SERVICE  AWARD 

Started  in  1951 — T.  F.  Riggs,  M.D.,  Pierre 
(deceased) 

1952 —  H.  Russell  Brown,  M.D.,  Watertown 

1953 —  Guy  Van  Demark,  M.D.,  Sioux  Falls 
(deceased) 

1954 —  J.  C.  Ohlmacher,  M.D.,  Vermillion 
(deceased) 

1955 —  R.  G.  Mayer,  M.D.,  Aberdeen  (deceased) 

1956 —  J.  C.  Ohlmacher,  M.D.,  Vermillion 
(deceased) 

1957 —  W.  E.  Donahoe,  M.D.,  Sioux  Falls 

1958 —  Drs.  J.  C.  Hagin,  M.  W.  Pangburn  (de- 
ceased), and  James  DeGeest,  Miller 

1958 — J.  F.  Brenckle,  M.D.,  Superior,  Wise, 
(deceased) 

1958 —  Mrs.  Agnes  Holdridge,  Madison 

1959 —  Walter  L.  Hard,  Ph.D.,  Vermillion 
1959 — Rev.  and  Mrs.  Robert  O.  Bates,  Sturgis 

1959 —  R.  M.  Kilgard,  M.D.,  Watertown 
(deceased) 

1960 —  L.  J.  Pankow,  M.D.,  Sioux  Falls 
(deceased) 

1961 —  Gregg  M.  Evans,  Ph.D.,  Custer 

1962 —  Edwin  Shaw,  Ph.D.,  Vermillion 

1963 —  Arthur  A.  Lampert,  M.D.,  Rapid  City 

1964 —  John  C.  Foster,  Phoenix,  Arizona 

1965 —  A.  P.  Reding,  M.D.,  Marion 

1966 —  Mrs.  C.  Rodney  Stoltz,  Watertown 

1967 —  Mrs.  William  Fish,  Watertown 

1968 —  G.  J.  Bloemendaal,  M.D.,  Ipswich 

1969—  F.  W.  Haas,  M.D.,  Yankton 

1970 —  Paul  Bunker,  M.D.,  Aberdeen 

FIFTY  YEAR  CLUB  MEMBERS 

C.  V.  Auld,  M.D.,  Plankinton  (deceased) 
Myrtle  Carney,  M.D.,  Ft.  Worth,  Texas 
J.  C.  Clark,  M.D.,  Sioux  Falls  (deceased) 

F.  L.  Class,  M.D.,  Huron  (deceased) 

M.  E.  Cogswell,  M.D.,  Wolsey  (deceased) 

J.  Cook,  M.D.,  Bonesteel  (deceased) 

Harold  L.  Crane,  M.D.,  Avon,  Conn. 

S.  A.  Donahoe,  M.D.,  Sioux  Falls  (deceased) 

W.  E.  Donahoe,  M.D.,  Sioux  Falls 

V.  W.  Embree,  M.D.,  Pierre 

W.  D.  Farrell,  M.D.,  Aberdeen  (deceased) 

R.  B.  Fleeger,  M.D.,  Lead  (deceased) 

R.  R.  Fisk,  M.D.,  Flandreau  (deceased) 

F.  W.  Freyberg,  M.D.,  Mitchell 

E.  E.  Gage,  M.D.,  Sioux  Falls  (deceased) 


E.  H.  Grove,  M.D.,  Arlington  (deceased) 

J.  C.  Hagin,  M.D.,  Miller 

Lyle  Hare,  M.D.,  Spearfish 

J.  A.  Hohf,  M.D.,  Yankton  (deceased) 

F.  S.  Howe,  M.D.,  Deadwood  (deceased) 

A.  H.  Hoyne,  M.D.,  Salem  (deceased) 

A.  S.  Jackson,  M.D.,  Rapid  City  (deceased) 

R.  J.  Jackson,  M.D.,  Hot  Springs  (deceased) 

J.  A.  Jacotel,  M.D.,  Milbank  (deceased) 

G.  T.  Jordan,  M.D.,  Vermillion  (deceased) 

F.  F.  Keene,  M.D.,  Wessington  Springs 

(deceased) 

G.  W.  Mills,  M.D.,  Wall 

B.  C.  Murdy,  M.D.,  Aberdeen  (deceased) 

T.  F.  O’Toole,  M.D.,  Rapid  City 

N.  T.  Owen,  M.D.,  Rapid  City  (deceased) 

L.  L.  Parke,  M.D.,  Canton 

M.  O.  Pemberton,  M.D.,  Deadwood  (deceased) 

R.  J.  Quinn,  M.D.,  Sioux  Falls 

F.  J.  Radusch,  M.D.,  Rapid  City 

T.  B.  Ranney,  M.D.,  Aberdeen  (deceased) 

T.  F.  Riggs,  M.D.,  Pierre  (deceased) 

W.  H.  Saxton,  M.D.,  Huron 

H.  L.  Saylor,  M.D.,  Huron  (deceased) 

C.  E.  Sherwood,  M.D.,  Madison 
J.  S.  Tschetter,  M.D.,  Huron 

F.  W.  Valkenaar,  M.D.,  Chancellor  (deceased) 

G.  E.  Van  Demark,  M.D.,  Sioux  Falls  (deceased) 

H.  P.  Volin,  M.D.,  Lennox  (deceased) 

C.  H.  Weishaar,  M.D.,  Aberdeen  (deceased) 

J.  R.  Westaby,  M.D.,  Madison 

G.  E.  Zimmerman,  M.D.,  Missoula,  Montana 

COMMUNITY  SERVICE  AWARD 

1961 —  R.  A.  Buchanan,  M.D.,  Huron 

1962 —  Roland  F.  Hubner,  M.D.,  Yankton 

1963—  George  W.  Mills,  M.D.,  Wall 

1964 —  John  C.  Hagin,  M.D.,  Miller 

1965 —  Alonzo  P.  Peeke,  M.D.,  Volga 

1966 —  Hugo  C.  Andre,  M.D.,  Vermillion 

1967 —  G.  Robert  Bartron,  M.D.,  Watertown 

1968 —  M.  M.  Morrissey,  M.D.,  Pierre 

1969 —  N.  J.  Sundet,  M.D.,  Kadoka 

1970 —  W.  H.  Saxton,  M.D.,  Huron 

AESCULAPIUS  AWARD 

1966 — Paul  R.  Leon,  M.D. 

Walter  Miller,  M.D.,  Aberdeen 
1968 — H.  Phil  Gross,  M.D.,  Sioux  Falls 
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ANNUAL  MEETING  HIGHLIGHTS 


Your  new  officers 


The  Banquet  is  a 
tremendous  success 


Physicians  have  many 
talents 

“The  Mad  Hatters' 


AUGUST  1970 
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“Thank  you  on  behalf 
of  all  the  unwed 
buffalo  mothers  " 
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SOUTH  DAKOTA 


Dr.  Saxton  receives 
'The  Community 
Service  Award  " 


EXCLUSIVE  MEDICAL  COLLECTION  SERVICE 


A M A C 


ALLIED  MEDICAL  AUDIT  CONTROL,  INC. 

455-6655  Area  Code  (612)  455-6659 

West  View  Industrial  Park 
161  EAST  MARIE 
ST.  PAUL,  MINNESOTA  55118 


IBM  Equipment 


Watts  Line 

Personal  Call 
Service 

No  Collection 
No  Charge 


ASSURED  PROTECTION  WITH  PROFESSIONAL  SERVICE 
FOR  PROFESSIONAL  PEOPLE 


AUGUST  1970 
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South  Dakota  State  Medical  Association  Roster  — 1970 

Membership  by  Districts 


ABERDEEN 
DISTRICT  No.  1 

Pres.,  John  C.  Rodine,  M.D. 
Sec.,  Karl  Kosse,  M.D. 


*Alway,  J.  D.  Arizona 

Avotins,  R.  Faulkton 

Bloemendaal,  G.  J.  Ipswich 

Bormes,  R.  E.  Aberdeen 

Bormes,  W.  A Aberdeen 

*Bunker,  P.  G.  Aberdeen 

Bunker,  T.  G ..  Aberdeen 

Calene,  J.  L.  _.  Aberdeen 

Chavier,  Juan  R.  Aberdeen 

Collins,  James  Hoven 

Damm,  W.  P.  Redfield 

deDianous,  N.,  Jr.  Aberdeen 

Driver,  I.  Aberdeen 

Eckrich,  J.  A.  ....  Aberdeen 

Eckrich,  J.  A.,  Jr. Aberdeen 


Fahrenwald,  M.  Redfield 

*Graff,  L.  W.  Britton 

Hovland,  James  I.  Aberdeen 

Janusz,  A.  J.  Aberdeen 

King,  B.  F.  Aberdeen 

Kosse.  Karl  ......  Aberdeen 

Leon,  Paul  Aberdeen 

McCarthy,  P.  V.  Aberdeen 

McGee,  R.  C.  Aberdeen 

McIntosh,  G.  F.  Eureka 

Murdy,  C.  B.  ..  Aberdeen 

Norgello,  V.  Redfield 

Odland,  W.  B. Aberdeen 

Patterson,  D.  Redfield 

Perry,  E.  J.  Redfield 


Rodine,  J.  C.  Aberdeen 

Rosa,  S.  Redfield 

Rudolph,  E.  A.  Aberdeen 

Sanders,  M.  E.  _ Redfield 

Scheffel,  A.  Redfield 

Seaman,  David  Aberdeen 

Shousha,  Albert  Britton 

Steele,  G.  H.  Aberdeen 

Stephens,  W.  A.  Faulkton 

Sweeny,  W.  T. Aberdeen 

Taylor,  Wm.  R.  Aberdeen 

Vogele,  A.  C.  Aberdeen 

Vogele,  C.  L Aberdeen 

Zvejnieks,  K.  Aberdeen 


WATERTOWN 
DISTRICT  No.  2 

Pi'es.,  J.  C.  Larson,  M.D. 

Sec.,  T.  J.  Wrage,  Jr.,  M.D. 

Fedt,  D.  Watertown 

Gysin,  M.  W.  Watertown 

Heinrichs,  E.  H.  Watertown 

Heupel,  Alden  R.  Watertown 

Hughes,  H.  D.  Clear  Lake 

Huppler,  E.  G.  Watertown 

Larson,  James  C.  Watertown 

Michieli,  Jose  Watertown 

Monson,  D.  G.  Watertown 

Nelson,  P.  S.  Watertown 


Allen,  S.  Watertown 

Argabrite,  J.  W.  Watertown 

Auskaps,  R.  Watertown 

Bartron,  G.  Robert  ._  Watertown 
Bartron,  H.  J.,  Jr.  Watertown 

Brakss,  V.  Watertown 

Brevik,  A.  K.  Watertown 

Brewster,  C.  B.  __  Watertown 
Brown,  H.  Russell  Watertown 

Clark,  C.  J.  Watertown 


Anderson,  J.  A.  Madison 

Arbon,  R.  K.  Salt  Lake  City 

Francisco,  E.  C.  Estelline 

Friefeld,  S.  Brookings 

Henry,  Robert  Brookings 

Hura,  R.  __  Howard 

Kershner,  C.  M.  Brookings 

Klar,  W.  ....  Flandreau 

Lushbough,  B.  C.  Brookings 


Askwig,  L.  C.  Pierre 

Collins,  E.  H.  .....  ....  Gettysburg 

Cowan,  J.  T.  .....  Pierre 

Fox,  S.  W Pierre 

Horthy,  A Kennebec 

Horthy,  K.  Kennebec 


Adams,  H.  P.  Huron 

Bell,  G.  Robert  De  Smet 

Buchanan,  D.  Huron 

Buchanan,  R.  A.  _ Huron 

Dean,  Roscoe  Wess.  Springs 

DeGeest,  J.  H.  Miller 

Gryte,  C.  F ____ Huron 

*Hagin,  J.  C Miller 


MADISON-BROOKINGS 
DISTRICT  No.  3 

Pres.,  H.  J.  Stensrud,  M.D. 
Sec.,  C.  M.  Kershner,  M.D. 


McCabe,  F.  X.  Brookings 

Muggly,  J.  A.  Madison 

Otey,  B.  T.  Flandreau 

Patt,  W.  H.  Brookings 

Peeke,  A.  P.  . ...  Volga 

Plowman,  E.  T.  Brookings 

Reagan,  J.  L.  Madison 

Roberts,  C.  S.,  Jr.  Brookings 
Scheller,  D.  L.  Arlington 


PIERRE 

DISTRICT  No.  4 

Pres.,  A.  J.  Tieszen,  M.D. 
Sec.,  J.  T.  Cowan,  M.D. 

Jahraus,  R.  C.  Pierre 

Kumar,  John  S.  Gettysburg 
Lindbloom,  B.  O.  Pierre 

Morrissey,  M.  M.  Pierre 

Park,  Dai  H.  Pierre 

Spears,  B.  Pierre 

HURON 

DISTRICT  No.  5 

Pres.,  W.  R.  J.  Kilpatrick,  M.D. 
Sec.,  Emil  Hofer,  M.D. 


Hanson,  Wm.  O.  Huron 

Hofer,  E.  A.  Huron 

Hohm,  P.  Huron 

Hohm,  T.  Huron 

Huet,  G.  M.  Huron 

Karlen,  L.  W.  De  Smet 

Kilpatrick,  W.  R.  J.  Huron 

Lardinois,  C.  C.  Huron 


Piro,  David  F. Watertown 

Reul,  T.  Watertown 

Rousseau,  David  M.S. 

Rousseau,  M.  C.  Watertown 

Rud,  James  Watertown 

Stoltz,  C.  R.  ...  Watertown 

Stransky,  J.  J.  Watertown 

Tracy,  G.  E.  Watertown 

Wrage,  T.  J„  Jr.  Watertown 


Shaskey,  R.  E.  Brookings 

*Sherwood,  C.  E.  Madison 

Stensrud,  H.  J.  Madison 

Tank,  M.  Brookings 

Wait,  C.  Brookings 

Watson,  E.  S.  Brookings 

‘Westaby,  J.  R. Madison 

' Whitson,  G.  E.  Madison 

Wold,  H.  R.  Madison 


Sundet,  N.  J.  Kadoka 

Swanson,  C.  L.  Pierre 

Tieszen,  A.  J.  Pierre 

Van  Heuvelen,  G.  J.  Pierre 

Werthman,  H.  E.  Pierre 

Zakahi,  R.  J.  Pierre 


Leigh,  F.  D.  Huron 

Lenz,  B.  T.  Huron 

Monfore,  James  Miller 

Orgusaar,  R.  Florida 

Saxton,  W.  H.  Huron 

Saylor,  H.  L.,  Jr.  Huron 

Tschetter,  P.  S.  Huron 
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Berry,  J.  T.  Mitchell 

Binder,  C.  F.  Chamberlain 

Delaney,  Robert  Mitchell 

Delaney,  W.  A.,  Jr.  Mitchell 

Erdmann,  Ralph  R.  Mitchell 

Gere,  R.  G.  Mitchell 

Gillis,  F.  D. Mitchell 

Hockett,  Richard Mitchell 

Holland,  L.  W. Chamberlain 


Alcorn,  F.  A. Sioux  Falls 

Amundson,  Loren  Sioux  Falls 

Anderson,  C.  Sioux  Falls 

Anderson,  T.  R.  Sioux  Falls 

Anderson,  W.  R.  Sioux  Falls 

Angelos,  T. Canton 

Arneson,  W.  A.  Sioux  Falls 

Aspaas,  P.  K.  Dell  Rapids 

Barlow,  J.  F. Sioux  Falls 

Barnett,  G.  L Sioux  Falls 

Becker,  S.  California 

Begley,  B.  J.  Sioux  Falls 

Billion,  J.  J.  Sioux  Falls 

Billion,  T.  J.,  Jr.  Sioux  Falls 

Breit,  D.  H.  Sioux  Falls 

Brzica,  S.  M.  Sioux  Falls 

Burns,  E.  A.  Sioux  Falls 

Burns,  K.  R.  Sioux  Falls 

“Carney,  M.  _ ___  Texas 

Chalmers,  J.  H.  Sioux  Falls 

Chipman,  Martin  ....  Sioux  Falls 

Church,  W.  G.  Sioux  Falls 

“Cottam,  G.  I.  W.  ...  Sioux  Falls 

Cutshall,  V.  H.  Sioux  Falls 

Cutshall,  V.  K.  Sioux  Falls 

Daggett,  James  Lennox 

Daw,  E.  F. Sioux  Falls 

de  Marco,  Lynn Sioux  Falls 

Devick,  J.  C.  Colton 

Donahoe,  J.  W.  Sioux  Falls 

Donahoe,  R.  R.  Sioux  Falls 

“Donahoe,  W.  E.  ...  Sioux  Falls 

Duimstra,  Fred  Sioux  Falls 

Eirinberg,  I.  Sioux  Falls 

Elkjer,  Neil  J.  Sioux  Falls 

Ensberg,  D.  Sioux  Falls 

Entwistle,  F.  R. Sioux  Falls 

Epp,  D.  Freeman 

Ericksen,  E.  G.  Sioux  Falls 

Farrell,  H.  W.  Sioux  Falls 

Felker,  James  Sioux  Falls 

Ferrell,  M.  R.  . Sioux  Falls 

Fisk,  R.  G.  Dell  Rapids 

Frost,  D.  M.  Sioux  Falls 

Giebink,  R.  R.  Sioux  Falls 

“Green,  R.  D.  Sioux  Falls 


MITCHELL  — DISTRICT  No.  6 

Pres.,  Donald  Weatherill,  M.D. 

Sec.,  Ernest  Schabauer,  M.D. 

Judge,  J.  O. Mitchell 

Lewis,  H.  R. Mitchell 

Lloyd,  J.  H.  . Mitchell 

Loos,  C.  M. Chamberlain 

“Mabee,  D.  R. Mitchell 

Mabee,  J.  O.  Mitchell 

Mabee,  O.  J.  Mitchell 

McCann,  J.  P.  ...  Parkston 

Monson,  C.  D.  Parkston 

SIOUX  FALLS  — DISTRICT  No.  7 

Pres.,  P.  K.  Aspaas,  M.D. 

Sec.,  James  Shaeffer,  M.D. 

Treas.,  R.  R.  Giebink,  M.D. 

Greenfield,  D.  Sioux  Falls 

Greenfield,  R.  E.  ...  Sioux  Falls 

Gregg,  J.  B.  Sioux  Falls 

Gross,  H.  Phil  Sioux  Falls 

“Grove,  M.  S. Sioux  Falls 

Hansen,  H.  F.  Sioux  Falls 

Hermanson,  J.  M.  Valley  Springs 

Hosen,  R.  S.  Sioux  Falls 

Hoskins,  J.  H.  Sioux  Falls 

Hoskins,  John  Sioux  Falls 

Ihle,  C.  W.  Sioux  Falls 

Israel,  M.  Sioux  Falls 

Jameson,  G.  M. Sioux  Falls 

Janis,  J.  B.  Sioux  Falls 

Johnson,  D.  L. Sioux  Falls 

Jones,  W.  L.  Sioux  Falls 

Kaufman,  I.  I.  Freeman 

Kemper,  C.  E.  ...  Viborg 

King,  L.  M.  _ Sioux  Falls 

Kittelson,  H.  O.  Sioux  Falls 

Kohlmeyer,  F.  C. Sioux  Falls 

Lakstigala,  P.  Sioux  Falls 

Lampert,  A.  A.,  Jr.  Lennox 

Lang,  Durward  Sioux  Falls 

Larson,  C.  S.  .....  Sioux  Falls 
Larson,  Leland  J.  _ Sioux  Falls 

Leander,  R.  B.  Sioux  Falls 

Leraan,  L.  G.  Sioux  Falls 

Lie,  Dagfinn  Sioux  Falls 

Lietzke,  E.  T.  Beresford 

Manning,  D.  H.  Sioux  Falls 

Maresh,  E.  R.  ..  ..  Sioux  Falls 

Mattice,  Lloyd  Sioux  Falls 

Moller,  C.  Dell  Rapids 

Mutch,  M.  J.  . Sioux  Falls 

McDonald,  C.  J.  Sioux  Falls 

McGreevy,  E.  J.  Sioux  Falls 

McGreevy,  J.  V.  Sioux  Falls 

McGreevy,  P.  S.  Sioux  Falls 

McHardy,  B.  R.  Sioux  Falls 

McManus,  T.  B. Sioux  Falls 

Naughton,  G.  Sioux  Falls 

Nelson,  Earl  Viborg 

“Nelson,  J.  A.  California 

Nelson,  R.  E.  Sioux  Falls 

Ochsner,  J.  A.  Sioux  Falls 


Mueller,  E.  H. Tripp 

Murphy,  John  T.  Mitchell 

Schabauer,  E.  A.  Mitchell 

Skogmo,  B.  R.  Mitchell 

Tobin,  F.  J.  Mitchell 

Tobin,  L.  W.  Mitchell 

Vonburg,  V.  R.  Mitchell 

Vose,  J.  L.  Mitchell 

Weatherill,  D.  W.  Mitchell 


Ogborn,  R.  J. Sioux  Falls 

Ohrt,  D.  E.  M.S. 

Olson,  R.  G.  .....  ...  Sioux  Falls 

Opheim,  W.  L.  Sioux  Falls 

Orr,  R.  T.  Sioux  Falls 

Ortmeier,  Denny  ....  Sioux  Falls 

“Parke,  L.  L.  Canton 

Pasek,  E.  A.  Sioux  Falls 

Peik,  D.  J.  Sioux  Falls 

Petereit,  M.  F. Sioux  Falls 

Peters,  E.  H.  Sioux  Falls 

Petres,  A.  ....  Salem 

Pitt-Hart,  Barry  T.  Sioux  Falls 

Quinn,  R.  H.  Sioux  Falls 

“Quinn,  R.  J.  Sioux  Falls 

Reagan,  P.  R.  ....  Sioux  Falls 

Rossing,  W.  O. Sioux  Falls 

Salmon,  Don  Sioux  Falls 

Sanderson,  E.  W.  ....  Sioux  Falls 

Schultz,  R.  D.  Sioux  Falls 

Sercl,  W.  . Sioux  Falls 

Shaeffer,  J.  H.  Sioux  Falls 

Shreves,  H.  Sioux  Falls 

Smith,  G.  W.  ...  Sioux  Falls 

Soukup,  Victor  J.  ....  Sioux  Falls 

Stahmann,  F.  Sioux  Falls 

Steiner.  P.  K.  Sioux  Falls 

Stern,  C.  A.  California 

Sweeney,  L.  J. Sioux  Falls 

Tam,  Guy  Sioux  Falls 

Tschetter,  R.  T.  Sioux  Falls 

Tuohy,  Gerald  F.  ....  Sioux  Falls 

Turney,  S.  W Tennessee 

Van  Demark,  R.  E.  _.  Sioux  Falls 

Villa.  Jose  Freeman 

Volin,  V.  V.  Sioux  Falls 

Wagner,  Loyd  Sioux  Falls 

Waltner,  Lonnie Bridgewater 

Wegner,  K.  H.  Sioux  Falls 

Wessman,  N.  E.  ....  Sioux  Falls 

Williams,  B.  J.  Sioux  Falls 

Williams,  M.  F. Minnesota 

Wingert,  Marvin  Garretson 

Zandersons,  V.  Parker 


“Zimmerman,  Goldie  E. 

Missoula,  Montana 


YANKTON  — DISTRICT  No.  8 

Pres.,  L.  G.  Behan,  M.D. 
Sec.,  C.  R.  Herbrandson,  M.D. 
Treas.,  Richard  Porter,  M.D. 


Auld,  Marian  Yankton 

Auld,  M.  A.  Yankton 

Behan.  Lawrence  Yankton 

Berg,  S. Scotland 

Foley,  R.  J.  Tyndall 

Grover,  W.  W.  . ..  Bondeul,  Wise. 

“Haas,  F.  W. Yankton 

Halverson,  K.  Yankton 

Hayes,  R.  H.  Vermillion 

Herbrandson,  C.  R.  ..  Vermillion 

Herzog,  B.  F. Yankton 

“Hill,  J.  F.  Yankton 

Holzwarth,  D.  R.  Yankton 

Honke,  R.  W.  Wagner 

Hubner,  R.  F.  Yankton 

Jackson,  J.  K. Yankton 


Johnson,  C.  F. Yankton 

Kalda,  E.  F.  ...  Platte 

Kleinsasser,  G.  Scotland 

Knabe,  G.  W.  Vermillion 

Lyso,  M.  Yankton 

McVay,  C.  B.  Yankton 

Moore,  E.  J.  Vermillion 

Muckala,  Kenneth Vermillion 

Porter,  Richard  I.  ._  ___.  Yankton 

Pratt,  F.  Yankton 

Price,  Ronald  Armour 

Radack,  Morris Yankton 

Ranney,  B.  Yankton 

Reade,  D.  M.  Yankton 

Reaney,  D.  B.  Yankton 


Reding,  A.  P.  Marion 

Riesberg,  E. Yankton 

Ryan,  C.  F. New  Mexico 

Saoi,  N.  B.  Yankton 

Sattler,  T.  H Yankton 

Savage,  L Yankton 

Sebring,  F.  U.  Vermillion 

Stanage,  W.  F.  Yankton 

Steele,  J.  P.  ..  Yankton 

Stephenson,  D.  R.  Yankton 

Thompson,  R.  F.  Yankton 

Thornton,  R.  R.  Yankton 

Tidd,  J.  T.  Yankton 

Turner,  C.  R. Vermillion 

Willcockson,  T.  H.  Yankton 
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BLACK  HILLS 
DISTRICT  No.  9 

Pres.,  Warren  N.  Golliher,  M.D. 
Sec.,  Russell  Harris,  M.D. 


Ahrlin,  H.  L.  

Rapid  City 

Frost,  H.  L 

....  Rapid  City 

Merryman,  M.  P. 

Rapid  City 

Allen,  Bruce  

.....  Rapid  City 

Geib,  W.  A. 

. Rapid  City 

Millea,  R.  P.  . 

Rapid  City 

Anderson,  A.  B. 

Lead 

Gilbert,  F.  J.  

...  Fort  Meade 

♦Mills,  G.  W. 

Wall 

Angelos,  G.  

...  Hot  Springs 

Golliher,  W.  N. 

Spearfish 

Munson,  H.  B.  

Rapid  City 

Authier,  Noe  

....  Rapid  City 

Gwinn,  C.  B. 

. Rapid  City 

Natarajan,  R.  

. Rapid  City 

Bailey,  J.  D.  _ ..... 

....  Rapid  City 

Hamm,  J.  N.  .... 

Sturgis 

♦O’Toole,  T.  F.  

Rapid  City 

Bareis,  R.  J. 

.....  Rapid  City 

Hare,  H.  J. 

...  Rapid  City 

Owen,  G.  S. 

Rapid  C ty 

Barrett,  A.  J.  

.....  Rapid  City 

*Hare,  Lyle 

Spearfish 

Palmerton,  E.  S.  .. 

Rapid  City 

Behrens,  C.  L.  

....  Rapid  City 

Harris,  R.  H.  .... 

Rapid  City 

Paulson,  G. 

Rapid  City 

Blake,  Charles  A. 

...  Rapid  City 

Haugan,  H.  O.  

...  Rapid  City 

Pokorny,  J.  F.  

Newell 

Blunck,  C.  J.  

. Rapid  City 

Hewitt,  J.  M. 

...  Raoid  City 

♦Radusch,  F.  J. 

Rapid  City 

Borgmeyer,  H.  J. 

...  Rapid  City 

Hofmann,  A.  R.  .... 

...  Rapid  City 

Ruud.  E.  T.  

. Rapid  City 

Boyce,  R.  A. 

_ Rapid  City 

Jacobson,  T.  R.  .. 

. Hot  Springs 

♦Salladay,  I.  R.  

Pierre 

Bray,  R.  B.  ...  ..... 

Rapid  City 

Jatoi,  A.  M.  

Deadwood 

Saxton,  A.  J. 

Kansas 

Cameron,  D.  E.  ... 

....  Rapid  City 

Johnson,  Robert  K 

Rapid  City 

Sejvar,  J.  P.  

St.  Paul 

Carson,  L.  E. 

Lead 

Jones,  W.  E. 

Sturgis 

Semones,  A.,  Jr. 

Lead 

*Chassell,  J.  L. 

Belle  Fourche 

Kegaries,  D.  L. 

Rap’d  City 

Sherrill,  S.  F Belle  Fourche  ■ 

Chu,  C.  L. 

Illinois 

Kooiker,  C. 

....  Rapid  City 

Shining,  H.  S. 

Rapid  City  j 

Clark,  B.  S.  . 

Spearfish 

Kovarik,  J.  A.  .... 

...  Rapid  City 

Slingsby,  J.  B.  .... 

Rapid  City 

Cline,  J.  A.  

Rapid  City 

Kovarik,  R.  A. 

. Rapid  City 

Smiley,  J.  C. 

Deadwood 

Cornford,  R.  C.  ... 

.....  Rapid  City 

Kovarik,  W.  J. 

....  Rapid  City 

Stone,  R.  A.  

Rapid  City 

*Crane,  H.  L.  

Avon,  Conn. 

Kryger,  Peter  

Deadwood 

Swisher,  L.  P.  

Kadoka 

Crowder,  R.  _ 

.....  Rapid  City 

Kunz,  J.  A. 

Rapid  City 

Tesar,  C.  E. 

Rapid  City 

Davidson,  H.  E.  ... 

Ft.  Meade 

Kwan,  F.  P. 

Rapid  City 

Theissen,  H.  H. 

Rapid  Citv 

Dulaney,  C.  H. 

Ft.  Meade 

Lampert,  A.  A. 

Rapid  City 

Walton,  J. 

Martin 

Dzintars,  P.  F.  

. Rapid  City 

Langenfeld,  M.  G. 

Spearfish 

Westaby,  R.  S.,  Jr. 
Whitney,  N.  R. 

Rapid  City 

Elston,  J.  T. 

Rapid  City 

Lydiatt,  J. 

Hot  Springs 

Rapid  City 

Feehan,  J.  J.  

Rapid  City 

Mangulis,  G.  .... 

Philip 

Williams,  F.  R. 

Rapid  Citv 

Finley,  R.  C. 

.....  Rapid  City 

Marousek,  M. 

Belle  Fourche 

Wood,  G.  F. 

Rapid  City 

Finn,  J.  J.  ... 

Lead 

Mattox,  J.  E. 

Deadwood 

Yackley.  J.  V. 

Rapid  City 

Freimark,  L.  G.  ... 

Rapid  City 

Mead,  T. 

Spearfish 

Zanka,  J.  A. 

Rapid  City 

Fromm,  H.  E.  

Rapid  City 

ROSEBUD 
DISTRICT  No.  10 

Pres.,  M.  R.  Cosand,  M.D. 


Cosand,  M.  R.  Winner 

Nemer,  R.  G.  Gregory 


Stiehl,  R. 


Winner 


Studenberg,  D.  Gregory 


Johnson,  C.  A.  Lemmon 

Linde,  Leonard  Mobridge 

Lowe,  Harold  Mobridge 


NORTHWEST 
DISTRICT  No.  11 

Pres.,  Gus  Torkildson,  M.D. 
Sec.,  B.  P.  Nolan,  M.D. 

Nolan,  B.  P.  ....  Mobridge 

Ryan,  J.  E.  Mobridge 

Spiry,  A.  W.  Mobridge 


WHETSTONE  VALLEY 
DISTRICT  No.  12 

Pres.,  E.  J.  Batt,  M.D. 
Sec.,  Joseph  Kass,  M.D. 


Torkildson,  G.  McLaughlin 

Totten,  F.  C.  Lemmon 


Batt,  E.  J.  ...  Sisseton 

Bell,  Eldon  Webster 

Brinkman,  W.  C.  Sisseton 

Buentipo,  B.  ...  Webster 


M.S. — Indicates  Military  Service 


Gregory,  D.  A. 
Janavs,  V. 
Johnson,  E.  A. 
Judge,  W.  T. 


Milbank 

Milbank 

Milbank 

Milbank 


Kass,  Joseph  Rosholt 

Lovering,  J.  Sisseton 

Vogelgesang,  L.  C Webster 


* — Indicates  Honorary  Membership 
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SOUTH  DAKOTA 


ENT’S 
G E 


Doctor  Egeberg’s  article  “Fluoridation  for  All:  A National  Priority”  in  the  June  issue  of  Today’s 
Health  should  be  read  by  every  doctor  and  his  wife  as  our  state  law  is  being  challenged  and  this 
will  be  voted  on  in  November.  We  must  inform  the  public  of  the  merits  of  fluoridation  — it  is  good 
preventive  medicine  and  has  the  endorsement  of  the  American  Medical  Association,  the  American 
Dental  Association,  the  Public  Health  Service,  and  every  other  qualified  health  and  scientific  organ- 
ization in  this  country. 

At  the  June  A.M.A.  meeting,  “Peer  Review”  was  again  stressed  and  will  be  a strong  arm  in 
preventing  national  health  insurance.  A good  review  program  might  alleviate  federal  control. 
There  is  definite  over-utilization  in  hospitals  and  skilled  nursing  or  extended  care  facilities  — also 
in  some  doctors’  offices.  Our  state  welfare  board  informs  us  that  they  are  having  over-utilization 
problems. 

The  A.M.A.  meeting  was  a busy  one.  You  have  all  received  information  on  the  action  of  the 
A.M.A.  House  of  Delegates,  and  I hope  that  all  have  taken  time  to  read  this  report. 

J.  A.  Muggly,  M.D. 

President 
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South  Dakota  State  Medical  Association  Roster  — 1970 
Membership  — Alphabetical  Listing 


Adams,  H.  P.  Huron 

Ahrlin,  H.  L. Rapid  City 

Alcorn,  F.  A.  Sioux  Falls 

Allen,  Bruce  Rapid  City 

Allen,  S.  W.  Watertown 

*Alway,  J.  D. Arizona 

Amundson,  Loren  ..  Sioux  Falls 

Anderson,  A.  B.  : Lead 

Anderson,  C.  Wm.  Sioux  Falls 

Anderson,  J.  A.  Madison 

Anderson,  T.  R.  Sioux  Falls 

Anderson,  W.  R.  Sioux  Falls 

Angelos,  G.  Hot  Springs 

Angelos,  T.  ..  Canton 

Arbon,  R.  K.  Salt  Lake  City 

Argabrite,  J.  W.  Watertown 

Arneson,  W.  A,  Sioux  Falls 

Askwig,  L.  C Pierre 

Aspaas,  P.  K.  Dell  Rapids 

Auld,  Marian  Yankton 

Auld,  M.  A.  Yankton 

Auskaps,  R.  Watertown 

Authier,  Noe  Rapid  City 

Avotins,  R.  Faulkton 

Bailey,  J.  D Rapid  City 

Bareis,  R.  J.  Rapid  City 

Barlow,  J.  F.  Sioux  Falls 

Barnett,  G.  L.  Sioux  Falls 

Barrett,  A.  J.  Rapid  City 

Bartron,  G.  R.  Watertown 

Bartron,  H.  J.,  Jr.  Watertown 

Batt,  E.  J.  Sisseton 

Becker,  S.  F.  California 

Begley,  B.  J.  Sioux  Falls 

Behan,  L.  G.  Yankton 

Behrens,  C.  L.  Rapid  City 

Bell,  Eldon  Webster 

Bell,  G.  Robert  De  Smet 

Berg,  S.  Scotland 

Berry,  J.  T. Mitchell 

Billion,  J.  J.  Sioux  Falls 

Billion,  T.  J.,  Jr.  Sioux  Falls 

Binder,  C.  F.  Chamberlain 

Blake,  C.  A.  Rapid  City 

Bloemendaal,  G.  J.  Ipswich 

Blunck,  C.  F.  Rapid  City 

Borgmeyer,  H.  J.  Rapid  City 

Bormes,  R.  E.  Aberdeen 

Bormes,  W.  A.  ..  Aberdeen 

Boyce,  R.  A.  Rapid  City 

Brakss,  V.  Watertown 

Bray,  R.  B.  Rapid  City 

Breit,  D.  H.  Sioux  Falls 

Brevik,  A.  K.  Watertown 

Brewster,  C.  B.  Watertown 

Brinkman,  W.  C.  Sisseton 

Brown,  H.  R.  Watertown 

Brzica,  S.  M.  Sioux  Falls 

Buchanan,  D.  Huron 

Buchanan,  R.  A.  Huron 

Buentipo,  B.  Webster 

*Bunker,  P.  G.  Aberdeen 

Bunker,  T.  G.  Aberdeen 

Burns,  E.  A.  Sioux  Falls 

Burns,  K.  R.  .....  Sioux  Falls 

Calene,  J.  L.  Aberdeen 

Cameron,  D.  E.  Rapid  City 

*Carney,  M.  ....  Ft.  Worth,  Texas 

Carson,  L.  E.  ..... Lead 

Chalmers,  J.  H.  Sioux  Falls 

*Chassell,  J.  L.  ....  Belle  Fourche 

Chavier,  J.  R.  Aberdeen 

Chipman,  M Sioux  Falls 

Chu,  C.  L Illinois 

Church,  Bill  G.  Sioux  Falls 


Clark,  B.  S. 
Clark.  C.  J. 
Cline,  J.  A.  ... 
Collins,  E.  H. 


Spearfish 
Watertown 
Rapid  City 
Gettysburg 


Collins,  James  Hoven 

Cornford,  R.  C.  Rapid  City 

Cosand,  M.  R.  Winner 

*Cottam,  G.  I.  W.  ....  Sioux  Falls 
Cowan,  J.  T Pierre 

* Crane,  H.  L.  Connecticut 

Crowder,  R.  R.  Rapid  City 

Cutshail,  V.  H.  Sioux  Falls 

Cutshall,  V.  K.  Sioux  Falls 

Daggett,  James  Lennox 

Damm,  W.  P.  Redfield 

Davidson,  H.  E.  Ft.  Meade 

Daw,  E.  F. Sioux  Falls 

Dean,  Roscoe  _.  Wess.  Springs 
deDianous,  N.,  Jr.  Aberdeen 
De  Geest,  J.  H.  Miller 

Delaney,  R.  J.  ...  Mitchell 

Delaney,  W.  A.,  Jr.  . Mitchell 

de  Marco,  Lynn  Sioux  Falls 

Devick,  J.  S Colton 

Donahoe,  J.  W.  Sioux  Falls 

Donahoe,  R.  R.  Sioux  Falls 

*Donahoe,  W.  E Sioux  Falls 

Driver,  I.  E.  .... Aberdeen 

Duimstra,  Fred  Sioux  Falls 

Dulaney,  C.  H.  Ft.  Meade 

Dzintars,  P.  F Rapid  City 

Eckrich,  J.  A.  Aberdeen 

Eckrich,  J.  A.,  Jr. Aberdeen 

Eirinberg,  I.  Sioux  Falls 

Elkjer,  N.  J.  Sioux  Falls 

Elston,  J.  T.  Rapid  City 

Ensberg,  D.  L.  Sioux  Falls 

Entwistle,  F.  R. Sioux  Falls 

Epp,  D.  L.  Freeman 

Erdmann,  R.  R.  Mitchell 

Ericksen,  E.  G.  Sioux  Falls 

Fahrenwald,  M.  ...  Redfield 

Farrell,  H.  W.  Sioux  Falls 

Fedt,  Donald  Watertown 

Feehan,  J.  J.  ....  Rapid  City 

Felker,  J.  Sioux  Falls 

Ferrell,  M.  R.  Sioux  Falls 

Finley,  R.  C.  ...  Rapid  City 

Finn,  J.  J.  Lead 

Fisk,  R.  G.  .....  Dell  Rapids 

Foley,  R.  J.  Tyndall 

Fox,  S.  W.  Pierre 

Francisco,  E.  G.  Estelline 

Freimark,  L.  Rapid  City 

Friefeld,  S.  Brookings 

Fromm,  H.  E.  Rapid  City 

Frost,  D.  M.  Sioux  Falls 

Frost,  H.  L Rapid  City 

Geib,  W.  A. Rapid  City 

Gere,  R.  G.  Mitchell 

Giebink,  R.  R.  Sioux  Falls 

Gilbert,  F.  J.  Fort  Meade 

Gillis  F.  D.  Mitchell 

Golliher,  W.  N Spearfish 

* Graff,  L.  W.  Britton 

*Green,  R.  D.  Sioux  Falls 

Greenfield,  D.  L.  Sioux  Falls 

Greenfield,  R.  E.  Sioux  Falls 

Gregg,  J.  B.  Sioux  Falls 

Gregory,  D.  A.  Milbank 

Gross,  H.  Phil  ..  Sioux  Falls 

*Grove,  M.  S.  Sioux  Falls 

Grover,  W.  W.  Bondeul,  Wise. 

Gryte,  C.  F.  Huron 

Gwinn,  C.  B.  Rapid  City 

Gvsin,  Walter  Watertown 

*Haas,  F.  W.  Yankton 

*Hagin,  J.  C Miller 

Halverson,  K.  Yankton 

Hamm,  J.  N _ Sturgis 

Hansen,  H.  F.  Sioux  Falls 

Hanson,  W.  O. Huron 

Hare,  H.  J.  Rapid  City 


*Hare.  Lyle  Spearfish 

Harris,  Russell Rapid  City 

Haugan,  H.  O.  Rapid  City 

Hayes,  R.  H.  Vermillion 

Heinrichs,  E.  H.  Watertown 

Henry,  Robert  Brookings 

Herbrandson,  C.  R.  __  Vermillion 
Hermanson,  J.  M.  Valley  Springs 

Herzog,  B.  F.  _ Yankton 

Heupel,  Alden  R.  ____  Watertown 

Hewitt.  J.  M Rapid  City 

*Hill,  J.  F.  Yankton 

Hockett,  R.  D.  Mitchell 

Hofer,  E.  A.  Huron 

Hofmann,  A.  R.  Rapid  City 

Hohm,  Paul  Huron 

Hohm,  Theo.  Huron 

Holland,  L.  W.  Chamberlain 

Holzwarth,  D.  R. Yankton 

Honke,  R.  W.  Wagner 

Horthy,  A.  Kennebec 

Horthy,  K.  .....  Kennebec 

Hosen,  R.  S.  Sioux  Falls 

Hoskins,  J.  H.  . Sioux  Falls 

Hoskins,  John Sioux  Falls 

Ho  viand,  James  I.  Aberdeen 

Hubner,  R.  F. Yankton 

Huet,  G.  M.  Huron 

Hughes,  H.  D. Clear  Lake 

Huppler,  E.  G.  Watertown 

Hura,  R.  Howard 

Ihle,  C.  W.  Sioux  Falls 

Israel,  M.  Sioux  Falls 

Jackson,  J.  K. Yankton 

Jacobson,  T.  R.  .....  Hot  Springs 

Jahraus,  R.  C.  Pierre 

Jameson,  G.  M.  Sioux  Falls 

Janavs,  V.  Milbank 

Janis,  J.  B.  Sioux  Falls 

Janusz,  A.  J.  Aberdeen 

Jatoi,  A.  M.  Dead  wood 

Johnson,  C.  A.  Lemmon 

Johnson,  C.  F.  Yankton 

Johnson,  D.  L.  Sioux  Falls 

Johnson,  E.  A. Milbank 

Johnson,  Robert  .....  Rapid  City 

Jones,  W.  E.  Sturgis 

Jones,  W.  L.  Sioux  Falls 

Judge,  J.  O.  Mitchell 

Judge,  W.  T.  Milbank 

Kalda,  E.  F.  Platte 

Karlen,  L.  W. Madison 

Kass,  Joseph  Rosholt 

Kaufman,  I.  I.  Freeman 

Kegaries,  D.  L.  . Rapid  City 

Kemper,  C.  E.  Viborg 

Kershner,  C.  M.  Brookings 

Kilpatrick,  W.  R.  J. Huron 

King,  B.  F.  Aberdeen 

King,  L.,  Jr.  Sioux  Falls 

Kittelson,  H.  O. Sioux  Falls 

Klar,  W.  Flandreau 

Kleinsasser,  G.  Scotland 

Knabe,  G.  W.  Vermillion 

Kohlmeyer,  F.  C.  . Sioux  Falls 

Kooiker,  C.  Rapid  City 

Kosse,  Karl  Aberdeen 

Kovarik,  J.  A.  Rapid  City 

Kovarik,  R.  A.  Rapid  City 

Kovarik,  W.  J.  Rapid  City 

Kryger,  Peter  Deadwood 

Kumar,  John  S.  Gettysburg 

Kunz,  J.  A.  Rapid  City 

Kwan,  F.  P Rapid  City 

Lakstigala,  Peter  Sioux  Falls 

Lampert,  A.  A.  Rapid  City 

Lampert,  A.  A.,  Jr.  Lennox 

Lang,  Durward  Sioux  Falls 

Langenfeld,  M.  G.  Spearfish 
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Lardinois,  C.  C.  Huron 

Larson,  C.  S.  Sioux  Falls 

Larson,  J.  C.  Watertown 

Larson.  Leland  J.  Sioux  Falls 

Leander,  R.  B.  Sioux  Falls 

Leigh,  F.  D.  Huron 

Lenz,  B.  T. Huron 

Leon,  Paul  Aberdeen 

Leraan,  L.  G Sioux  Falls 

Lewis,  H.  R.  Mitchell 

Lie,  Dagfinn  Sioux  Falls 

Lietzke,  E.  T.  Beresford 

Lindbloom,  B.  O.  Pierre 

Linde,  Leonard  Mobridge 

Lloyd,  J.  H.  Mitchell 

Loos,  C.  M.  Chamberlain 

Lovering,  J.  Webster 

Lowe,  Harold  Mobridge 

Lushbough,  B.  C.  Brookings 

Lydiatt,  J. Hot  Springs 

Lyso,  M.  Yankton 

♦Mabee,  D.  R. Mitchell 

Mabee,  J.  O. Mitchell 

Mabee,  O.  J.  Mitchell 

Mangulis,  G.  Philip 

Manning,  D.  H. Sioux  Falls 

Maresh,  E.  R.  Sioux  Falls 

Marousek,  M.  Belle  Fourche 

Mattice,  Lloyd Sioux  Falls 

Mattox,  J.  E. Deadwood 

McCabe,  F.  X. Brookings 

McCann,  J.  P.  Parkston 

McCarthy,  P.  V.  Aberdeen 

McDonald,  C.  J.  . Sioux  Falls 

McGee,  R.  C. Aberdeen 

McGreevy,  E.  J.  Sioux  Falls 

McGreevy,  J.  V.  Sioux  Falls 

McGreevy,  P.  S.  Sioux  Falls 

McHardy,  B.  R. Sioux  Falls 

McIntosh,  G.  F. Eureka 

McManus,  T.  B. Sioux  Falls 

McVay,  C.  B.  Yankton 

Mead,  T.  Spearfish 

Merryman,  M.  P. Rapid  City 

Michieli,  Jose Watertown 

Millea,  R.  P Rapid  City 

♦Mills,  G.  W.  Wall 

Moller,  C. Dell  Rapids 

Monfore,  James  Miller 

Monson,  C.  D.  Parkston 

Monson,  D.  G. Watertown 

Moore,  E.  J.  Vermillion 

Morrissey,  M.  M. Pierre 

Muckala,  Kenneth Vermillion 

Mueller,  E.  H.  Tripp 

Muggly,  J.  A.  Madison 

Munson,  H.  B. Rapid  City 

Murdy,  C.  B.  Aberdeen 

Murphy,  J.  T.  Mitchell 

Mutch,  M.  G. Sioux  Falls 

Natarajan,  R.  Rapid  City 

Naughton,  G.  Sioux  Falls 

Nelson,  Earl  Viborg 

♦Nelson,  J.  A.  California 

Nelson,  P.  S.  Watertown 

Nelson,  R.  E. Sioux  Falls 

Nemer,  R.  G.  Gregory 

Nolan,  B.  P.  Mobridge 

Norgello,  V.  Redfield 

Ochsner,  J.  A.  Sioux  Falls 

Odland,  W.  B.  Aberdeen 

Ogborn,  R.  J.  Sioux  Falls 

Ohrt,  D.  E.  M.S. 

Olson,  R.  G.  Sioux  Falls 

Opheim,  W.  L.  Sioux  Falls 

Orgusaar,  R.  Florida 

Orr,  R.  T.  Sioux  Falls 

Ortmeier,  D.  Sioux  Falls 


M.S. — Indicates  Military  Service 


Otey,  B.  T.  Flandreau 

♦O’Toole,  T.  F.  Rapid  City 

Owen,  G.  S.  Rapid  City 

Palmerton,  E.  S. Rapid  City 

Park,  Dai  H. Pierre 

♦Parke,  L.  L.  Canton 

Pasek,  E.  A.  Sioux  Falls 

Patt,  W.  H.  Brookings 

Patterson,  D. Redfield 

Paulson,  G.  S.  Rapid  City 

Peeke,  A.  P. Volga 

Peik,  D.  J. Sioux  Falls 

Perry,  E.  J.  Redfield 

Petereit,  M.  F. Sioux  Falls 

Peters,  E.  H.  Sioux  Falls 

Petres,  A. Salem 

Piro,  D.  F. Watertown 

Pitt-Hart,  B.  T. Sioux  Falls 

Plowman,  E.  T.  Brookings 

Pokorny,  J.  F. Newell 

Porter,  Richard Yankton 

Pratt,  F.  Yankton 

Price,  Ronald  Armour 

Quinn,  R.  H. Sioux  Falls 

♦Quinn,  R.  J.  Sioux  Falls 

Radack,  M.  L.  . Yankton 

♦Radusch,  F.  J.  Rapid  City 

Ranney,  Brooks  Yankton 

Reade,  D.  M. Yankton 

Reagan,  J.  L. Madison 

Reagan,  P.  R Sioux  Falls 

Reaney,  D.  B. Yankton 

Reding,  A.  P. . Marion 

Reul,  T.  W. Watertown 

Riesberg,  E. Yankton 

Roberts,  C.  S.,  Jr.  ..  Brookings 

Rodine,  J.  C.  __ Aberdeen 

Rosa,  S. Redfield 

Rossing,  W.  O. Sioux  Falls 

Rousseau,  David  M.S. 

Rousseau,  M.  C. Watertown 

Rud,  James  Watertown 

Rudolph,  E.  A.  Aberdeen 

Ruud,  E.  T.  Rapid  City 

Ryan,  C.  F. New  Mexico 

Ryan,  J.  E. Mobridge 

♦Salladay,  I.  R.  Pierre 

Salmon,  D. Sioux  Falls 

Sanders,  M.  E.  Redfield 

Sanderson,  E.  W. Sioux  Falls 

Saoi,  N.  B. Yankton 

Sattler,  T.  H.  Yankton 

Savage,  L.  Yankton 

Saxton,  A.  J. Kansas 

Saxton,  W.  H.  Huron 

Saylor,  H.  L.,  Jr.  Huron 

Schabauer,  E.  A.  Mitchell 

Scheffel,  A.  Redfield 

Scheller,  D.  L.  Arlington 

Schultz,  R.  D.  Sioux  Falls 

Seaman,  David Aberdeen 

Sebring,  F.  U.  Vermillion 

Sejvar,  J.  P. St.  Paul 

Semones,  A.,  Jr.  Lead 

Sercl,  W.  F.  Sioux  Falls 

Shaeffer,  J.  H.  Sioux  Falls 

Shaskey,  R.  E. Brookings 

Sherrili,  S.  F. Belle  Fourche 

♦Sherwood,  C.  E. Madison 

Shining,  H.  S.  Rapid  City 

Shousha,  A. Britton 

Shreves,  H. Sioux  Falls 

Skogmo,  B.  R.  Mitchell 

Slingsby,  J.  B.  Rapid  City 

Smiley,  J.  C.  Deadwood 

Smith,  G.  W.  Sioux  Falls 

Soukup,  Victor  J. Sioux  Falls 


Spears,  B.  Pierre 

Spiry,  A.  W.  Mobridge 

Stahmann,  F.  S. Sioux  Falls 

Stanage,  W.  F.  Yankton 

Steele,  G.  H.  Aberdeen 

Steele,  J.  P Yankton 

Steiner,  P.  Sioux  Falls 

Stensrud,  H.  J.  Madison 

Stephens,  W,  A.  Faulkton 

Stephenson,  D.  R.  Yankton 

Stern,  C.  A. California 

Stiehl,  R. Winner 

Stoltz,  C.  R.  Watertown 

Stone,  R.  A.  Rapid  City 

Stransky,  J.  J.  Watertown 

Studenberg,  D.  Gregory 

Sundet,  N.  J.  Kadoka 

Swanson,  C.  L.  __  . Pierre 

Sweeney,  L.  J.  Sioux  Falls 

Sweeny,  W.  T.  ....  Aberdeen 

Swisher,  L.  P.  Kadoka 

Tam,  Guy Sioux  Falls 

Tank,  M.  C.  Brookings 

Taylor,  Wm.  R. Aberdeen 

Tesar,  C.  E.  Rapid  City 

Theissen,  H.  H.  Rapid  City 

Thompson,  R.  F.  Yankton 

Thornton,  R.  R. Yankton 

Tidd,  J.  T.  . Yankton 

Tieszen,  A.  J.  Pierre 

Tobin,  F.  J Mitchell 

Tobin,  L.  W.  . Mitchell 

Torkildson,  G.  McLaughlin 

Totten,  F.  C.  Lemmon 

Tracy,  G.  E.  . Watertown 

Tschetter,  P.  S.  Huron 

Tschetter,  R.  T. Sioux  Falls 

Tuohy,  G.  Sioux  Falls 

Turner,  C.  R.  Vermillion 

Turney,  S.  W Tennessee 

Van  Demark,  R.  E.  Sioux  Falls 

Van  Heuvelen,  G.  J.  . Pierre 

Villa,  J.  P.  Freeman 

Vogele,  A.  C.  Aberdeen 

Vogele,  C.  L.  .....  Aberdeen 

Vogelgesang,  L.  C. Webster 

Volin,  V.  V.  Sioux  Falls 

Vonburg,  V.  R.  Mitchell 

Vose,  J.  L.  Mitchell 

Wagner,  Loyd Sioux  Falls 

Wait,  C.  Brookings 

Waltner,  Lonnie  Freeman 

Walton,  J. Martin 

Watson,  E.  S.  Brookings 

Weatherill,  D.  W.  ...  Mitchell 

Wegner,  K.  H.  Sioux  Falls 

Werthmann,  H.  ... . Pierre 

Wessman,  N.  E.  Sioux  Falls 

♦Westaby,  J.  R.  Madison 

Westaby,  R.  S.,  Jr. Rapid  City 

Whitney,  N.  R.  Rapid  City 

♦Whitson,  G.  E.  Madison 

Willcockson,  T.  H.  ...  Yankton 

Williams,  B.  J. Sioux  Falls 

Williams,  F.  R.  Rapid  City 

Williams,  M.  F. Minnesota 

Wingert,  M. Garretson 

Wold,  H.  R.  Madison 

Wood,  G.  F. Rapid  City 

Wrage,  T.  J.,  Jr.  Watertown 

Yackley,  J.  V. Rapid  City 

Zakahi,  R.  J.  Pierre 

Zandersons,  V. Parker 

Zanka,  J.  A.  Rapid  City 

♦Zimmerman,  Goldie  E. 

Missoula,  Montana 
Zvejnieks,  K.  Aberdeen 


♦ — Indicates  Honorary  Membership 
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News  Notes  • Changes  • Births  • News 


Samuel  Rosa.  M.D.,  Red- 
field,  received  the  American 
Medical  Association  Phys- 
ician’s Award  in  Continuing 
Education.  This  award  re- 
quires the  completion  of  150 
hours  of  postgraduate  medical 
education  in  a three  year 
period. 

G.  J.  Van  Heuvelen,  M.D., 

Pierre,  State  Health  Officer 
for  the  past  22  years,  retired 
effective  July  1.  During  a re- 
cent interview  Dr.  Van  Heu- 
velen said  “My  only  claim  to 
fame  is  the  high  calibre  of 
people  running  the  programs 
in  my  department  and  having 
the  right  people.”  Dr.  Robert 
Hayes  assumed  the  position  of 
State  Health  Officer. 

❖ * ❖ 

Parry  Nelson,  M.D.,  Water- 
town,  spoke  to  the  local  Ki- 
wanis  club  on  changes  and 
consequences  in  medicine,  sur- 
gery and  the  moral  problems 
of  the  profession. 

John  T.  Elston,  M.D.,  Rapid 
City,  and  Melvin  Marousek, 
M.D.,  Belle  Fourche,  were 
named  to  the  21  member  board 
of  directors  for  the  Black  Hills 
Areawide  Comprehensive 
Health  Planning  Council. 


Samuel  A.  Keller,  M.D., 

San  Jose,  California,  died 
at  the  age  of  86.  Dr.  Keller 
practiced  in  Sioux  Falls  for 
49  years  and  was  a member 
of  the  South  Dakota  State 
Medical  Association.  He  is 
survived  by  his  widow,  two 
sons,  Edward  and  Samuel; 
and  a daughter,  Elizabeth 
Keller,  all  of  California. 


The  South  Dakota  Heart 
Association  elected  Bruce 
Lushbough,  M.D.,  Brookings, 
president  for  the  1969  - 1970 
fiscal  year  at  its  annual  meet- 
ing in  Aberdeen. 


YOUR 

CONTRIBUTION 
TO  THE 

SOUTH  DAKOTA 
MEDICAL  SCHOOL 
ENDOWMENT 
FUND 
IS  NEEDED 


S i s i r K.  Bhailacharyya, 
M.D.  has  opened  a practice  in 
orthopedic  surgery  in  Aber- 
deen. Dr.  Bhattacharyya  has 
been  accepted  as  board  eligible 
by  the  American  Board  of  Or- 
thopedic Surgeons. 


The  American  Academy  of  I 
General  Practice  has  re-  ) 
elected  Melvin  Marousek,  j 
M.D.,  Belle  Fourche;  James  | 
Mattox,  M.D.,  Deadwood;  Cur- 
tis Wait,  M.D.,  Brookings;  and 
Charles  Monson,  M.D.,  Park- 
ston,  to  active  membership  in 
that  association. 

5jC 

The  medical  staff  and  St. 
Joseph  Hospital,  Mitchell, 
honored  J.  H.  Lloyd,  M.D.  and 
Frank  Tobin,  M.D.  at  a recep- 
tion in  recognition  of  their  50- 
year  anniversaries  in  the  med- 
ical profession. 


Arthur  Hagelstein,  M.D., 

chief  of  medical  service  at  the 
Fort  Meade  Veterans  Hospital, 
has  been  named  as  Western 
South  Dakota’s  Civil  Servant 
of  the  Year.  This  award  is 
given  to  the  top  civil  servant 
who  excels  in  job  performance 
and  is  active  in  community 
affairs. 
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A MULTIDISCIPLINARY  STUDY  OF  EAR 
DISEASE  IN  SOUTH  DAKOTA 
INDIAN  CHILDREN 

John  B,  Gregg,  M.D. 

Sioux  Falls,  South  Dakota 

James  P,  Steele,  M.D. 

Yankton,  South  Dakota 

Sylvester  Clifford,  Ph.D. 

Vermillion,  South  Dakota 

Hubert  E.  Werthman,  M.D. 

Pierre,  South  Dakota 


Until  recently  there  has  been  no  comprehen- 
sive program  in  South  Dakota  to  screen  school 
children  for  ear  disease  and  hearing  losses.  It 
was  desirable  to  investigate  childhood  ear  dis- 
ease in  this  area  systematically  to  determine  its 
incidence,  severity,  and  effect  upon  hearing, 
with  the  goal  of  developing  a simple  but  effec- 
tive hearing  conservation  program,  which  would 
not  require  the  immediate  supervision  of  a phys- 
ician. It  was  also  desirable  to  determine  the  in- 
cidence of  and  to  investigate  measures  to  min- 
imize false  positive  audiometric  reports  and  the 
resultant  over-referral  of  children  by  a test  unit. 

There  are  at  the  present  time  an  estimated 
40,000  Indians  in  the  State  of  South  Dakota, 
upper  Nebraska,  and  lower  North  Dakota,  more 
than  one  half  of  whom  are  children.  These 
people  are  semi-migratory  and  their  exact  num- 
ber in  any  one  area  varies  periodically.  Otitis 
media  and  its  sequellae  is  one  of  the  most  press- 
ing health  problems  among  the  Indians  and 
Eskimos.  4)5)6)32)  In  children,  ear  disease  is 
often  insidious  and  is  recognized  only  when 
school  work  suffers  as  hearing  losses  develop. 
It  is  patently  not  feasible  for  an  otolaryngologist 
to  examine  all  children  at  regular  intervals. 
Therefore,  some  method  of  screening  for  hear- 
ing loss  was  needed.  It  has  been  common  for 
some  time  to  use  audiometric  screening 


methods.  But  before  a mobile  hearing  labora- 
tory was  constructed,  it  seemed  advisable  to 
ascertain  the  validity  of  audiometric  testing  in 
the  diagnosis  of  an  ear  disease. 

In  the  present  study  a large  group  of  Indian 
children  was  examined  by  a speech  and  hear- 
ing analyst,  an  otolaryngologist  and  with  radio- 
graphs of  mastoid  cells  examined  by  radiol- 
ogists. The  main  purpose  was  to  determine 
the  validity  of  audiometric  testing  to  find  ear 
disease. 

METHOD  OF  STUDY 

As  was  done  in  previous  studies  by  us,  31)32) 
41)42)  the  preliminary  part  of  this  investigation 
was  performed  by  a unit  representing  the  School 
of  Medicine  and  the  Speech  and  Hearing  Clinic 
of  the  University  of  South  Dakota.  The  oto- 
laryngologist took  a brief  history  from  the 
parents  relating  to  past  ear  abnormalities  or 
other  processes  and  then  examined  each  child 
seeking  changes  which  might  produce  a hear- 
ing loss.  In  only  a few  instances  was  there  avail- 
able accurate  knowledge  of  previous  illnesses. 

The  medical  evaluation  included  anterior 
rhinoscopy,  inspection  of  the  throat  and  naso- 
pharynx, visualization  of  the  ears  through 
illuminated  speculae  and  examination  of  con- 
tiguous structures. 

Because  these  were  field  studies  and  an  oto- 
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logic  microscope  was  not  available,  pathology 
of  the  ears  was  evaluated  with  binocular  loupes. 
All  abnormalities  in  the  upper  respiratory  tract 
and  adjacent  structures  were  recorded  to  de- 
termine whether  deviated  nasal  septae,  enlarged 
tonsils  and  adenoids,  upper  respiratory  infec- 
tions, etc.  which  have  been  implicated  in  the 
past  as  causative  for  middle  ear  disease  and 
hearing  loss,  were  influential  here.  Dry  drum 
perforations  were  included  in  the  active  pro- 
cesses because  of  their  potential  for  trouble  if 
contaminated  by  upper  respiratory  infections 
or  water  from  the  outside.  So  that  the  results 
could  be  compared  to  similar  studies  such  as 
those  of  Eagles  et  al.,  21)22)  and  others,  1)3)14) 
15)16)17)24)27)38)39)43)46)47)48)50)51)52)59)  the 
examination  techniques  were  standardized  and 
were  used  by  an  otolaryngologist  in  usual  office 
practice.  Because  it  would  involve  treatment, 
cerumen  was  not  removed  from  ears,  but  was 
recorded,  removed  later,  and  hearing  was  re- 
tested if  abnormal  previously. 

Screening  pure  tone  audiograms  at  the  10  de- 
cibel level  (500,  1000,  2000  and  6000  cycles  per 
second)  and  20  db  (4000  cps)  ASA  1951  were 
then  done  on  each  child  in  a special  quiet 
room  at  the  school.  Any  child  failing  the  screen 
test  was  referred  immediately  for  threshold 
audiograms  which  were  done  in  a secluded  area 
where  the  ambient  noise  level  was  low. 

The  speech  of  each  child  was  evaluated  by  a 
speech  pathologist,  looking  for  any  abnormality 
which  might  suggest  impaired  hearing  during 
the  speech  development  phase  of  life.  Tape  re- 
cordings were  made  on  all  children  with  un- 
usual speech  patterns,  to  be  studied  thoroughly 
at  the  Speech  and  Hearing  Clinic  following  the 
conclusion  of  the  field  study.  Conductive  and 
mixed  type  hearing  losses  were  classified  as 
very  mild  — 1+  (greater  than  15  db  but  less 
than  25  db);  mild  — 2+  (exceeding  25  db,  less 
than  40  db);  moderate  — 3+  (exceeding  40  db, 
less  than  65  db);  severe  — 4+  (over  65  db),  the 
primary  emphasis  being  placed  upon  the  re- 
sponse in  the  512  through  2,000  cps  tone  range 
utilizing  criteria  established  by  the  Committee 
for  the  Conservation  of  Hearing  of  the  Amer- 
ican Academy  of  Ophthalmology  and  Otolaryn- 
gology, 53)  the  AMA  37)  Glorig,  26)27)28)  and 
Davis  19). 

The  pure  sensori-neural  losses  which  were 
found  usually  involved  primarily  the  frequen- 
cies above  2000  cps.  To  simplify  analysis,  these 
results  were  graded  from  1+  to  4 depending 
upon  their  severity. 


calcium  glycerophosphate,  calcium  lactate 


To  bring  effective  calcium  therapy  to  the 
patient,  Calphosan  may  be  administered  intra- 
muscularly . . . without  pain,  inflammatory  reactions, 
induration  or  sloughing.  Injections  twice  weekly 
for  a series  of  5 to  10  injections  are  recommended 

Average  dose  per  injection:  One  or  two  10  ml. 
injections  of  Calphosan  each  week  for  the 
first  four  or  five  weeks,  and  on  a when-needed 
basis  thereafter. 

Calphosan  is  a specially  processed  solution  of 
calcium  glycerophosphate  and  calcium  lactate, 
containing  1%  of  each,  in  a physiological  solution  of 
sodium  chloride.  Each  10  ml.  contains  50  mg.  of 
calcium  glycerophosphate,  50  mg.  calcium  lactate, 
with  0.25%  phenol  as  preservative.  Available  in 
10  ml.  ampules  in  boxes  of  10s  and  100s; 

60  ml.  multiple-dose  vials.  Also  available  as 
Calphosan  with  B-12.  U.  S.  Patent  No.  2657172. 

Contraindication:  Hypercalcemia;  neoplastic 
diseases;  and  fully  digitalized  patients.  Do  not  use 
intramuscularly  in  infants  and  young  children. 
Before  starting  therapy,  consult  complete 
product  literature. 

Write  for  free  copy  of  "Calcium:  The  Ubiquitous 
and  Essential  Element”  and  for  samples. 
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At  the  conclusion  of  each  test  day  reports 
were  compared  to  note  discrepancies  in  the 
results. 

Bilateral  mastoid  radiographs  were  taken  of 
every  other  child  in  the  school  beginning  in  the 
first  grade  for  a total  of  151.  The  242  children  in 
the  school  upon  whom  mastoid  X-rays  were  not 
taken  formed  the  control  group. 

Age  Distribution  of  Study  Group 

6-9  10-12  13-15  16  yrs.  Totals 

yrs.  yrs.  plus 


X-ray  Test 


Male 

19 

20 

32 

71 

Female 

19 

35 

22 

1 

77 

Control 

Male 

17 

36 

57 

9 

119 

Female 

20 

40 

54 

4 

118 

75 

131 

165 

14 

385 

No  clinical  data  relating  to  the  children  was 
available  to  any  of  the  examiners  during  the 
analysis  of  the  films.  The  films  were  inter- 
preted according  to  the  concepts  of  Tremble  45) 
57)58)  as  “pneumatic,”  “diploic,”  “sclerotic,”  and 
“mixed.”  In  each  of  these  categories  a sub- 
gradation 1 + , 2 + , 3 + , 4-b,  was  used  to  desig- 
nate the  severity  of  changes  found.  Because 
there  was  some  difference  of  opinion  between 
the  individual  examiners  as  to  its  exact  sig- 
nificance, the  films  in  which  failure  of  or  un- 
usual pneumatization  of  the  mastoid  tip  was  the 
only  finding  were  listed  separately. 

RESULTS 

1).  One  hundred  fifty  of  the  control  children 
(63%)  and  72  in  the  test  series  (49%)  were  con- 
sidered clinically  and  audiometrically  normal 
bilaterally.  One  hundred  twenty  (81%)  individ- 
uals of  148  studied  by  X-rays  showed  “bilateral 
pneumatic”  air  cell  development  in  radiographs. 
(See  Table  I.) 


TABLE  I 

AUDIOMETRIC  RESPONSES 
(Types  and  sex  distribution,  individual  ears) 

Test  Group 

Left  — Right  — Total 

1 + 2-j-  3+  4— p 1 -f-  2+  3+  4— p ears 

Passed  10 
db  sweep 


(M)  54 

52 

106 

(F)  48 

50 

98 

Conductive 

loss 

(M) 

1 

1 

1 

1 

4 

(F)  1 

5 

2 

1 

5 

3 

17 

Sens. 

Neural  loss 
(M)  10 

2 

1 

1 

7 

4 

1 

26 

(F)  4 

2 

2 

3 

11 

Mixed 

loss 

(M)  1 

3 

1 

2 

7 

(F)  2 

4 

5 

2 

1 

5 

5 3 

27 

296 

Control  Group 

Passed  10 
db  sweep 
(M)  85 

88 

173 

(F)  99 

98 

197 

Conductive 

loss 

(M)  3 

1 

2 

1 

7 

(F)  2 

2 

1 

2 

1 

8 

Sens. 

Neural  loss 
(M)  18 

3 

2 

1 

16 

4 

1 

45 

(F)  11 

1 

7 

1 

1 

21 

Mixed 

loss 

(M)  5 

1 

1 

4 

1 

1 

13 

(F)  1 

3 

2 

4 

10 

474 


2).  Audiometric  results  are  listed  in  Table  I. 
The  following  types  of  hearing  impairment 
were  found  in  this  study: 


Test 

(148)% 

Control 

(237)% 

Total 

(385)% 

Test 

(148)% 

Control 

(237)% 

Total 

(385)% 

Conductive 

9 

(Bilateral) 

6%  2 .9% 

11 

3% 

2 1% 

(Unilateral) 
4 2% 

6 

2% 

Sens.  Neural 

14 

9% 

20  9% 

34 

9% 

9 6% 

13 

6% 

22 

6% 

Mixed 

18 

12% 

11  5% 

29 

7% 

1 .7% 

1 

.4% 

2 

.5% 

41 

27% 

33  14.9% 

74 

19% 

12  14% 

18 

8.4% 

30 

8.5% 

There  was  no  definite  lateralization  pattern 
for  any  type  of  hearing  loss  in  either  the  con- 
trol or  the  test  group.  The  age  incidence  of  pa- 
tients with  hearing  losses  was: 

Conductive  Sensori-neural  Mixed 

Age Test  Control  Test  Control  Test  Control 

6-9  5 7 11  15  2 

10-12  3 6 12  23  11  8 

13-15  8 9 18  28  8 15 

16+  4 

Conductive  and  mixed  type  losses  were 


slightly  more  common  in  females  in  the  test 
group  but  there  was  no  definite  pattern  in  the 
control  group.  Sensori-neural  losses  were  twice 
as  common  in  males  as  females  in  both  groups. 

3).  The  otological  findings  in  individual  ears 
were:  (See  Table  II).  Because  some  ears  demon- 
strated more  than  one  type  of  pathology  the 
totals  listed  may  appear  confusing.  (See  Table 
III.) 
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TABLE  II 


Test  Group 

Control  Group 

Total  Group 

Clinically  normal  ears  163 

211 

374 

49% 

Active  Processes 

1 + 

2 + 

3 + 

44- 

% 

1 + 

2 + 

3+  44- 

% 

1-1- 

2 + 

3 + 

4-4  % 

Wax 

2 

35 

30 

3 

23% 

9 

65 

12 

18% 

11 

100 

42 

3 

20% 

Supp.  Otitis  media 

1 

7 

3% 

1 

.2% 

1 

8 

1% 

Serous  Otitis  media 

4 

1 

2% 

2 

.4% 

6 

1 

1% 

Perforation,  dry 

1 

.3% 

1 

1 

.4% 

2 

1 

.3% 

Residual  Processes 

Scarring 

20 

10 

7 

2 

13% 

27 

19 

2 

10% 

47 

29 

9 

2 

11% 

Calcareous  plaques 

1 

6 

2% 

1 

7 

2% 

2 

13 

2% 

Monomeric  membrane 

2 

.7% 

2 

7 

1 

2% 

2 

9 

1 

2% 

Retraction  of  drum 

11 

6 

2 

6% 

23 

7 

1 

6% 

34 

13 

3 

6% 

TABLE 

III 

Other  Otolaryngic  Findings 

Nose 

Test  Group 

Control  Group 

Total  Group 

No  abnormality 

57 

140 

197 

U.  R.  I. 

40 

27 

67 

Septal  deflections, 

spurs, 

thickening, 

warping 

63 

84 

147 

Throat 

Enlarged  tonsils  and  adenoids 
Subacute  tonsillitis 
Cleft  palate,  repaired 

82 

1 

1 

67 

1 

149 

1 

2 

Other 

Endaural  surgery,  unilateral 

4 

4 

Endaural  surgery,  bilateral 

1 

1 

2 

Facial  paralysis,  unilateral 

1 

1 

There  was  no  definite  lateralization,  age  or  4).  Radiologic  changes  in  296  individual  mastoids 

sex  pattern  found  in  the  otological  examination  according  to  type  and  degree  are  presented  in 

of  either  test  or  control  groups,  and  in  the  gen-  Table  IV. 
eral  otolaryngic  examinations. 


TABLE  IV 

RADIOGRAPHIC  MASTOID  AIR  CELL  PATTERNS 


Left  — Right  — Total  % 

1+  2+  3+  44-  % 1+  2+  3+  4-4-  % 


Pneumatic 

(M) 

(F) 

59 

68 

59 

66 

118 

134 

79% 

90% 

Sclerotic 

(M) 

2 

1 

1 

4 

(F) 

1 

1% 

1 

1 

2 

2% 

5 

3% 

Mixed 

(M) 

9 

3 

2 

4 

4 

1 

23 

(F) 

3 

2 

1 

6% 

1 

4 

1 

6% 

12 

11% 

Atypical  apical  cells 

(M) 

15 

13 

28 

(F) 

5 

7% 

4 

6% 

9 

13% 

Cholestaetoma 

(M) 

(F) 

1 

.3% 

2 

.7% 

3 

1% 

Atypical  large  cells 

(M) 

5 

5 

(F) 

2% 

2% 

Individuals  showing  bilateral  radiographic 
changes  in  the  mastoids  included  2 sclerotic 
(1%),  12  mixed  (8%),  and  10  with  atypical  air 
cell  development  (6.8%).  Of  the  individual  ears 
examined  radiographically,  11%  showed  mixed 
type  changes  and  3%  had  sclerotic  changes  for 
a total  of  14%  in  which  there  was  definite  al- 
teration in  the  pneumatization  pattern.  If  the 
37  temporal  bones  with  atypical  apical  patterns 
and  the  5 cases  with  unusual  large  mastoid  air 
cells  are  added  to  the  total  number  having  dis- 
turbed mastoid  air  cell  development,  86  (29%) 
of  the  296  ears  showed  some  alterations. 

In  11  of  the  test  children  significant  radio- 
graphic  changes  were  found,  2 bilateral  and 


9 unilateral,  in  which  the  hearing  response  and 
clinical  examinations  were  normal.  Disturbed 
air  cell  development,  especially  in  the  mastoid 
tips,  was  found  in  another  18  instances,  12  uni- 
lateral and  6 bilateral,  in  children  who  were 
otherwise  clinically,  audiometrically  and  radio- 
logically  normal.  No  diploic  changes  were 
noted.  There  were  no  definite  patterns  of 
lateralization  or  age  incidence  in  the  films. 
Mixed  patterns  and  atypical  air  cell  develop- 
ment both  in  the  apex  and  elsewhere  were  more 
common  in  males.  No  other  bony  pathology  in 
contiguous  areas  was  diagnosed. 

5).  Comparison  of  the  otolaryngic  findings  with 
the  audiometric  results  in  individual  ears  (See 
(Continued  on  Page  17) 
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Table  V)  is  categorized  according  to  the  more 
severe  process  even  if  more  than  one  abnor- 
mality existed.  External  otitis  (7  instances;  test- 
2,  controls-5)  and  foreign  material  in  the  exter- 
nal canal  (one  instance)  did  not  influence  the 
hearing  test  results. 


The  two  subjects  in  the  test  group  missed  by 
hearing  testing  were  detected  by  both  radio- 
graphs and  clinical  means.  One  child  in  the 
test  group  with  bilateral  suppurative  otitis 
media  passed  the  hearing  test  on  the  right  but 
showed  a mild  nerve  loss  on  the  left  and  was 


TABLE  V 


Passed  10  db 

Conductive 

Sensorineural 

Mixed 

sweep 

loss 

loss 

loss 

Active  Processes 

Test  Control 

Test  Control 

Test  Control 

Test 

Control 

Total 

Supp.  otitis  media 

2 1 

1 

2 

3 

9 

Serous  otitis  media 

1 

4 

2 

7 

Perforation,  dry 

1 

1 

1 

3 

External  otitis 

1 3 

1 

5 

Foreign  body  ear  canal 

1 

1 

Wax  in  ear  canal 

+ 1 

1 5 

5 

1 

1 

13 

+ 2 

24  66 

3 

7 4 

1 

1 

106 

+ 3 

21  11 

3 

2 

5 

42 

+ 4 

3 

3 

Residual  Processes 

Scarring 

+ 1 

i3 

15 

1 

2 

3 

2 

3 

39 

+ 2 

7 

5 

1 

4 

3 

4 

24 

+ 3 

1 

1 

2 

1 

1 

6 

Retraction  of  drum 

+ 1 

7 

10 

3 

2 

3 

25 

+ 2 

1 

2 

2 

2 

1 

8 

Calcareous  plaques 

+ 1 

1 

1 

+ 2 

4 

1 

1 

2 

8 

Monomeric  membrane 

+ 2 

4 

1 

1 

6 

E.N.T. 
Negative 
Test  Control 

TABLE  VII 

Wax 

E.N.T.  X-Ray 

Test  Control  Positive  Positive 

1-)-  2+  3+  4-1-  1+  2+  3+  44- X-Ray  Neg.  E.N.T.  Neg. 

X-Rav 
& E.N.T. 
Neg. 

Conductive 

1 + 

2 

1 

1 

2 + 

5 

3 

3 

2 

7 

4 

3 + 

4 

4 

4 + 

1 

1 

Sensorineural 

1 + 

10 

37 

3 

5 4 1 

10 

3 

10 

2 + 

9 

6 

1 

8 

3 + 

1 

2 

1 

4 + 

1 

Mixed 

1 “T 

4 

4 

3 

2 + 

3 

3 

1 2 

1 1 

6 

4 

3 + 

8 

1 

2 

10 

4 + 

2 

3 

eliminated  by  the 

audiometrist  on 

this  basis. 

laryngological  findings 

in  either 

group. 

Therefore,  two  of  the  test  children  (1%)  and  one 
of  the  control  group  (.4%)  and  three  of  the 
entire  school  population  (.8%)  who  demonstrated 
active  ear  disease  would  have  been  missed  by 
hearing  testing  alone. 

6).  A comparison  of  the  nose  and  throat  findings 
to  the  audiometric  results  is  as  follows: 

TABLE  VI 


Upper  resp. 

No 

Loss 

Conductive  Sensori-neural 
Unilat-  Unilat- 

Bilat.  Bilat. 

Mixed 

Unilat- 

Bilat. 

infection  (URI) 
Nasal  septal 

42 

2 

2 

4 4 

9 

abnormalities 
Enlarged  tonsils 

101 

3 

4 

7 12 

1 11 

& adenoids 

103 

2 

5 

10  12 

1 15 

Cleft  lip  and 

palate  1 1 

In  some  instances  more  than  one  type  of 
clinical  finding  was  present.  There  was  no  sig- 
nificant difference  between  the  test  and  control 
groups.  No  definite  patterns  could  be  estab- 
lished between  the  audiometric  and  the  rhino- 


7) .  Comparison  of  the  results  of  audiometric, 
otolaryngic  and  radiograph  examinations  (in- 
dividual ears). 

The  high  incidence  of  clinical  and  radio- 
graphic  negatives  in  children  with  sensori- 
neural losses  is  as  would  be  expected.  The  in- 
stances where  it  is  reported  “x-ray  positive, 
ENT  negative”  were  all  children  in  whom  there 
were  atypical  apical  or  other  cellular  changes. 
The  ENT  examination  was  considered  positive 
if  the  external  auditory  canal  was  filled  with 
wax  sufficiently  to  obscure  landmarks. 

8) .  No  specifically  diagnostic  speech  findings 
were  demonstrated  which  could  be  utilized  in 
the  diagnosis  of  the  hearing  losses  found  in  this 
study. 

Because  the  majority  of  the  pneumatization 
of  the  mastoid  cortex  is  present  by  the  end 
of  the  fourth  year,  but  infections  after  that  date 
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can  produce  alterations  in  the  bone,  it  should 
be  possible  with  radiographs  to  establish  the 
probability  and  with  a reasonable  degree  of 
accuracy  the  approximate  date  of  significant 
infections  in  the  middle  ear  and  mastoid  since 
alterations  in  the  mastoid  air  cell  pattern  have 
a high  correlation  with  middle  ear  disease.  It 
has  been  our  purpose  here  to  utilize  these  con- 
cepts in  the  interpretation  of  the  mastoid  films 
of  a large  group  of  children  looking  for  evidence 
of  ear  disease  and  use  the  findings  for  com- 
parison with  clinical  evaluations  of  the  same 
people. 

The  fundamental  purpose  of  the  entire  study, 
to  evaluate  the  accuracy  of  audiometries  alone 
as  the  sole  method  for  analysis  of  large  popula- 
tion groups  for  hearing  loss,  was  achieved.  As 
would  be  expected,  many  persons  with  sensori- 
neural type  losses  were  not  discovered  by  the 
otolaryngologist  or  by  radiographic  examina- 
tion. Also,  children  with  definite  scarring  and 
residual  change  in  the  sound  conduction  mech- 
anism and  the  temporal  bone  area  probably 
from  old  infectious  damage,  demonstrable  in 
radiographs  and  on  physical  examinations,  were 
not  found  audiometrically  because  the  sound 
transmission  apparatus  was  functioning.  These 
persons  would  not  have  been  handicapped  in 
their  school  work. 

The  importance  of  the  detection  of  those  with 
nerve  losses  was  to  try  to  establish  their  cause, 
the  potentiality  of  their  progression  and  to  in- 
stitute measures  to  correct  if  possible,  prevent 
further  loss  and  to  give  preferential  seating  in 
school. 

A program  utilizing  a mobile  hearing  test 
laboratory  and  both  multiple  screening  hearing 
test  equipment  and  individual  audiometers 
when  indicated,  will  not  miss  more  than  about 
1%  of  the  active  or  residual  ear  disease  which 
would  affect  the  hearing  in  school  children. 

Studies  of  the  speech  mechanism  did  not  show 
any  constant  patterns  which  could  be  utilized 
to  detect  hearing  losses  in  the  persons  studied. 

CONCLUSIONS 

1) .  The  results  of  the  otolaryngic  examination 
and  the  audiometric  tests  of  385  children  from 
one  Indian  school  located  in  mid-South  Dakota 
have  been  presented.  The  ages  ranged  from  6 
to  16  years;  males  and  females  were  represented 
evenly.  The  majority  were  from  the  same  gen- 
eral ethnic  group. 

2) .  Bilateral  mastoid  radiographs  were  made 
of  148  children  to  determine  the  incidence  of 
change  in  the  air  cell  pattern  which  might  be 


attributable  to  the  effect  of  active  or  previous 
infections  or  other  disease. 

3) .  Active  ear  disease  (suppurative  otitis  media, 
serous  otitis  media,  dry  drum  perforation)  was 
missed  audiometrically  in  3 individuals  (.8%) 
from  the  entire  group  tested.  Residual  changes 
from  previous,  probably  infectious  ear  disease, 
as  manifested  by  clinical  (117  ears)  and  radio- 
graphs (13  ears)  findings  in  130  ears  showed  no 
hearing  impairment.  The  efficiency  of  these 
children  in  school  was  not  impaired.  The  fact 
that  these  children  had  scarred  drums  but  nor- 
mal hearing  would  suggest  that  the  ear  mech- 
anism has  the  ability  to  withstand  the  onslaught 
of  infection  and  repair  itself  functionally. 

4) .  Sensori-neural  hearing  losses  were  demon- 
strable audiometrically  in  66  ears  in  which  the 
otolaryngic  examination  was  negative,  10  ears 
in  which  the  clinical  examination  was  positive 
but  radiographs  were  negative,  3 ears  in  which 
there  were  atypical  apical  air  cell  changes  but 
no  otolaryngic  findings  and  19  in  which  the 
otolaryngic  and  the  radiograph  studies  were 
negative. 

5) .  Otolaryngic  and  radiographic  studies  in- 
dicate that  at  least  24%  of  the  test  group  had 
had  significant  ear  disease  in  the  past  but  this 
was  sufficient  to  cause  hearing  impairment  in 
only  a small  fraction  of  the  examinees. 

6) .  Audiometric  studies  done  as  outlined  here 
can  be  relied  upon  for  the  purpose  of  screening 
large  school  population  groups. 

7) .  Although  over-referral  of  children  from  a 
hearing  test  program  is  a constant  problem,  this 
can  be  minimized  by  establishing  appropriate 
levels  of  sensori-neural  loss  for  referral,  re- 
testing those  found  to  have  mild  conduction 
losses,  prior  to  consultation  with  a physician. 
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PAINFUL  FOREFOOT  FROM 
GLOMUS  TUMOR 


Harold  C.  Seim,  M.D.* 
and 

Robert  E.  Van  Demark,  M.D. 


Pain  across  the  ball  of  the  forefoot  (metatar- 
salgia) may  be  caused  by  several  local  con- 
ditions as  well  as  systemic  conditions.  Recently 
the  most  emphasized  cause  has  been  the  plantar 
neuroma  (Morton’s  toe).  It  would  seem  worthy 
to  present  a case  in  which  the  pain  was  due  to 
a very  uncommon  cause  of  forefoot  pain,  namely 
a glomus  tumor,  which  was  treated  by  excision 
of  the  tumor  with  complete  relief  of  symptoms. 

Case  History 

A 61  year  old  married  white  female  was  seen 
with  a principal  complaint  of  a painful  lump  on 
the  bottom  of  her  forefoot.  She  had  noted  a 
painful  area  on  the  sole  of  the  foot  for  about 
1V2  years  but  only  in  the  previous  3 months  had 
she  noted  it  as  a lump.  She  stated  that  the  area 
had  become  larger  and  more  painful.  Inventory 
of  symptoms  by  systems  was  not  remarkable. 
Her  previous  personal  history  was  unremark- 
able except  the  patient  was  probably  allergic 
to  penicillin.  Her  only  previous  injury  con- 
sisted of  a skull  fracture  in  1967  and  her  only 
surgery  was  a hysterectomy  20  years  previously. 
The  family  history  was  unrevealing  except  for 
a history  of  tuberculosis  in  one  brother,  heart 
disease  in  the  mother  and  hypertension  in  the 
father. 

Physical  examination  revealed  a white  female, 
5’6”  tall,  weighing  140  pounds.  Her  blood  pres- 
sure was  152/90,  pulse  76  and  temperature  97. 
Clinical  examination  was  unremarkable  except 
for  a subcutaneous  nodule  about  V2  by  1 cm.,  dis- 
crete but  attached  to  the  deep  tissues  of  the  plan- 
tar aspect  of  the  right  foot.  X-rays  of  the  right 

* Intern  from  orthopedic  staff  at  Sioux  Valley  Hos- 
pital. 


foot  were  reported  as  follows:  “No  bony  ab- 
normality is  demonstrated.  There  is  a faint 
rounded  density  measuring  about  1.5  cm.  in 
diameter  in  the  soft  tissues  lateral  to  and  on  the 
plantar  aspect  of  the  shaft  of  the  5th  metatarsal.” 
(Figure  1)  The  favored  diagnosis  at  this  time 
was  a plantar  neuroma. 


Figure  1. 


X-ray  of  the  right  forefoot  showing  the  soft  tissue 
density  on  the  plantar  aspect  of  the  5th  metatarsal 
head. 


The  patient  was  taken  to  surgery  on  1/6/70 
and  after  application  of  a tourniquet,  a V2  by  1 
cm.  nodule  was  removed  from  the  area  beneath 
the  heads  of  the  4th  and  5th  metatarsals.  The 
patient  was  dismissed  from  the  hospital  the 
following  day  and  at  a checkup  two  weeks  later 
she  reported  that  her  acute  pain  had  entirely 
disappeared. 

The  gross  and  microscopic  pathological  exam- 
ination was  as  follows:  “Gross:  The  specimen 
is  submitted  in  2 parts.  The  first  is  a fragment 
of  hemorrhagic  reddish-gray  fibrofatty  tissue 
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which  measures  17  x 11  x 5 mm.  On  section  it 
appears  to  be  almost  entirely  hemorrhagic.  On 
the  other  sponge  are  2 irregular  fragments  of 
yellow  fatty  tissue  each  approximately  1 cm. 
in  diameter.  Representative  tissue  is  submitted. 
Microscopic:  Sections  of  this  tissue  show  fibro- 
fatty  stroma  with  rather  large  peripheral  nerve 
fibers  at  the  outside  portions.  The  lesion  itself 
is  hemorrhagic  and  is  characterized  by  small 
capillary  spaces  surrounded  by  prominent  en- 
dothelial cells  and  hemangiopericytes.  There 
is  focal  thrombosis  and  a slight  giant  cell  re- 
action. The  nuclei  in  the  cells  are  uniform  from 
cell  to  cell.”  (Figures  2,  3)  “Diagnosis:  gloman- 
gioma,  plantar  aspect  right  foot.” 


Figure  2. 


Photomicrograph  vascular  and  cellular  tumor  with 
focal  areas  of  fibrosis  (H  and  E,  x 100).  (Courtesy  of 
Drs.  Anderson,  Wagner  & Kilbride). 
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Endothelially  lined  spaces  surrounded  by  one  to  sev- 
eral layers  of  palisaded  cells  (H  and  E,  x 450).  (Cour- 
tesy of  Drs.  Anderson,  Wagner  & Kilbride). 


Discussion 

The  most  common  site  for  a glomus  tumor  is 
subungually,  being  reported  in  various  studies 
between  20  and  75%  of  cases.  This  was  the  loca- 
tion of  the  first  known  glomus  tumor  reported 
in  the  literature  by  Kolaczek  in  1878,  who  des- 
cribed a painful  subungual  tumor  which  he  be- 


lieved to  be  a type  of  angiosarcoma.  Wood,  in 
1812,  described  a “painful  subcutaneous 
tubercle”  which  was  small,  bluish  and  benign, 
and  was  associated  with  paroxysmal  pain  and 
tenderness.  Barre,  in  1920,  and  Masson,  in  1924, 
termed  this  lesion  a glomus  tumor  because  of 
its  relationship  to  the  normal  neuromyoarterial 
glomus.  In  the  Mayo  Clinic  study  of  500  soft 
tissue  tumors,  glomus  tumors  accounted  for 
1.6%  of  tumors.  Normal  glomus  structures  are 
about  5 mm.  or  less  in  diameter  and  are  found 
in  the  stratum  corneum  of  the  skin.  They  de- 
velop from  the  neuromyoarterial  glomus,  a 
structure  of  the  autonomic  nervous  system.  The 
glomus  forms  an  anastomosis  between  the  term- 
inal arteriole  and  a primary  venule  and  is 
thought  to  function  as  a temperature  regulator 
in  peripheral  tissues  by  control  of  peripheral 
blood  flow  and  peripheral  blood  pressure. 

Masson  described  three  types  of  glomus  tumors 
based  on  the  histologic  elements  present:  1. 
Angiomatous  . . . with  large  irregular  vessel 
lumens  lined  by  cuboidal  endothelial  cells.  2. 
Epithelioid  or  solid  type  . . . consists  of  vessels 
with  a regular  lumen  lined  by  large  cuboidal 
endothelium.  3.  Typical  or  neuromatous  . . . 
with  variously  sized  and  tortuously  shaped  ves- 
sels. The  walls  consist  of  endothelium,  a sheath 
of  smooth  muscle,  layers  of  clear  epithelioid 
cells  and  a layer  of  amyelinic  nerve  fibers.  Most 
of  the  single  tumors  are  encapsulated  and  have 
small  vascular  spaces;  in  contrast,  however,  mul- 
tiple glomangiomata  resemble  cavernous  hem- 
angiomata. They  are  composed  of  large 
irregularly-shaped  cavities  filled  with  erythro- 
cytes and  are  not  encapsulated.  Glomera  are 
only  found  in  warm-blooded  animals  and  mainly 
in  the  exposed  skin.  Glomus  tumors  are  most 
frequently  found  in  hands  and  feet  in  man,  but 
have  been  reported  in  numerous  other  areas 
such  as  in  the  nasal  fossa,  eyelid,  jugular  bulb, 
stomach,  patella,  knee,  leg,  digits  and  forearm. 

Multiple  glomus  tumors  have  also  been  re- 
ported; these  are  more  common  in  men  than  in 
women.  In  most  cases  there  are  less  than  10 
tumors,  but  up  to  90  have  been  reported  in  one 
person.  They  are  generally  limited  to  a certain 
area  of  the  skin  and  are  rarely  found  subun- 
gually. The  wide  distribution  of  these  tumors 
is  explained  by  the  fact  that  they  are  thought  to 
arise  from,  or  at  least  are  closely  related  to  peri- 
cytes which  are  normally  found  randomly 
spaced  on  the  outer  surface  of  the  capillaries 
throughout  the  body. 

Glomus  tumors  are  most  commonly  painful, 
small,  discrete  areas  or  nodules,  often  reddish 
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or  purplish  in  color.  They  start  insidiously  and 
produce  a stabbing,  burning  pain  which  is 
acutely  agonizing  with  only  slight  pressure  or 
with  temperature  changes.  Sometimes  they  are 
painful  when  cold  and  other  times  when  they 
become  warm.  Attacks  of  pain  are  rarely  spon- 
taneous. The  pain  often  radiates  up  the  arm  or 
leg  and  can  be  mistaken  for  radicular  pain.  The 
paroxysms  last  from  a few  minutes  to  several 
hours  and  are  sometimes  manifested  by  numb- 
ness or  inability  to  control  fine  movements. 

In  the  differential  diagnosis  of  a painful  fore- 
foot one  must  consider  plantar  neuroma,  pres- 
sure keratoses,  disturbance  of  the  sesamoids, 
plantar  fibromatosis,  Freiberg’s  infraction  of 
the  metatarsal  head  of  the  forefoot,  stress  frac- 
tures of  the  metatarsals  and  other  tumors  of  the 
forefoot  and  painful  scars  secondary  to  previous 
surgery. 

The  only  satisfactory  treatment  of  glomus 
tumors  is  complete  excision. 
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MEDICAL  SCHOOL  ENROLLMENT 

Enrollment  in  all  first-year  medical  school 
classes  rose  to  10,229  places  in  1969-70,  according 
to  a report  from  the  Association  of  American 
Medical  Colleges.  This  represents  an  increase 
of  420  over  1968-69  and  1,470  over  1965-66.  Cur- 
rent estimates  are  that  11,950  students  v/ill  be 
admitted  to  first-year  classes  in  1972,  and  by 
1975  classes  will  increase  to  14,700.  The  AAMC 
report  noted,  however,  that  these  projections 
were  developed  before  the  current  slowdown  in 
federal  support  for  medical  school  activities. 

POPULATION  GROWTH 

Projections  of  world  population  growth  are 
frightening.  In  1969  the  world’s  population  grew 
by  1.9  percent  to  3,586,000,000,  a gain  of  71  mil- 
lion over  1968,  according  to  the  Population  Ref- 
erence Bureau.  It  took  the  world  1,600  years  to 
double  its  population  from  250  million  in  the 
first  century  A.D.,  but  less  than  300  years  to 
double  it  again.  Today  it  is  estimated  the  more 
than  3.5  billion  population  figure  will  double  in 
35  years. 
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Whatk  he  going  to  use  for 
security  when  he's  seventeen? 


A good  education. 

But  college  is  expensive  these 
days.  And  likely  to  be  more  so 
in  the  future. 

That’s  why  you  should  start 
planning  now. 

One  of  the  best  ways  is  a 
U.S.  Savings  Bond  plan.  When 


you  buy  Bonds,  you’re  securing 
his  tomorrow  by  investing  in 
America  today. 

Bonds  are  easy  to  save.  You 
can  join  a Payroll  Savings  Plan 
where  you  work.  Or  arrange  a 
Bond -A- Month  Plan  where 
you  bank. 


One  thing  though. 

If  you  think  Savings  Bonds 
are  a get-rich-quick  scheme, 
forget  it.  There  are  other  places 
to  make  a fast  buck.  Or  lose  it 
just  as  fast. 

But  Bonds  pay  off  when  you'll 
need  them,  in  the  years  to  come. 
And  at  a guaranteed  rate.  His 
future  isn't  too  far 
away.  But  he’ll 
need  more  than 
his  blanket  for 
security. 


If  they’re  lost,  stolen,  or 
destroyed,  we  replace  ’em. 


Take  stock  in  America 

Buy  U.S.  Savings  Bonds 
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CLINICOPATHOLOGICAL  CONFERENCE 

Prom  the  Intern  and  Resident  Teaching  Conferences  at  the  Sioux  Valley  Hospital,  conducted  by 
the  Department  of  Pathology  of  the  Hospital  and  of  the  School  of  Medicine 
of  the  University  of  South  Dakota 


JOHN  F.  BARLOW,  M.D.** *** 

Pathologist  - Editor 


WILLIAM  R.  TAYLOR,  M.D.* 

FA  CP  - Discusser 


SIXTY-SIX  YEAR 
WITH  FOUR 


OLD  CAUCASIAN  MALE 
PLUS  PROTEINURIA 


***DR.  WARREN  JONES:  We  always  like  to 
end  these  conferences  with  a CPC.  Today  we 
have  Dr.  William  Taylor  from  Aberdeen  to  pre- 
sent the  case  discussion  (this  Clinical  Patho- 
logical Conference  was  given  as  part  of  the  an- 
nual program  at  the  South  Dakota  Society  of 
Internal  Medicine  held  at  the  Auditorium  of 
South  Dakota  Medical  School  on  September  19, 
1969). 

CASE  NO.  69-1206 

This  66-year  old  Caucasian  male  entered 
Sioux  Valley  Hospital  with  a chief  complaint  of 
fever,  chilling  sensations,  mild  cough  and  mild 
mucus  nasal  discharge  of  several  days  duration. 
He  complained  of  indigestion  and  a bad  taste  in 
his  mouth.  He  had  generally  not  been  feeling 
well  for  some  weeks.  He  had  been  hospitalized 
elsewhere  three  years  ago  and  albuminuria  had 
been  noted.  An  intravenous  pyelogram  had  been 
normal.  No  other  details  of  the  hospitalization 
were  available.  There  was  no  history  of  pain, 
dyspnea,  bleeding  from  any  site,  nausea,  vomit- 
ing, any  gastrointestinal  complaints,  cardio- 
respiratory complaints  or  urinary  tract  infec- 
tion. He  complained  of  mild  constipation  and 
had  nocturia  once  per  night.  He  had  chronic 
sinusitis  with  postnasal  drip. 

Physical  examination  revealed  a chronically 
ill  man  with  blood  pressure  of  120  systolic  and 
80  diastolic,  pulse  80/minute.  The  examination 
of  the  head  and  neck  was  unremarkable.  The 
chest  was  clear  to  auscultation  and  percussion. 
The  heart  was  not  enlarged  to  percussion.  There 
was  a regular  rhythm  with  no  murmurs.  There 
was  diastasis  recti  but  no  organs  or  masses  were 

*Internist,  Aberdeen,  South  Dakota. 

**Pathologist,  Sioux  Valley  Hospital,  Professor  of 
Clinical  Pathology,  School  of  Medicine,  University 
of  South  Dakota. 

***Internist,  Sioux  Valley  Hospital,  Associate  Dean, 
School  of  Medicine,  University  of  South  Dakota. 


present  in  the  abdomen.  The  right  testis  was 
atrophic.  The  remainder  of  the  physical  exam- 
ination was  unrevealing. 

Clinical  Pathology  Data:  Urinalysis:  straw 
colored,  slightly  turbid;  specific  gravity  1.008- 
1.013;  pH  5.0;  protein  4+;  glucose,  ketones,  hgb. 
negative;  microscopic  - 2-5  leukocytes/high 

power  field,  0-1  erythrocytes/high  power  field; 
0-2  hyalin  casts  and  2-3  coarsely  granular  per 
low  power  field;  no  crystals,  no  oval  fat  bodies 
seen  on  polarization.  The  above  represents  three 
separate  urinalyses.  Hemoglobin  12.1  gm./lOO 
ml.,  red  count  4.05  million/mm,3  hematocrit  35 
Vol%,  mean  corpuscular  hemoglobin  30  micro- 
micrograms, mean  corpuscular  volume  87  cubic 
micra,  mean  corpuscular  hemoglobin  concentra- 
tion 35%,  total  leukocyte  count  5,900/mm3  with 
57%  segmented  neutrophils,  5%  eosinophils,  and 
38%  lymphocytes.  Erythrocyte  sedimentation 
rate  was  26  mm/hr.  Platelet  count  331,000/mm.3 
Serology  was  nonreactive.  Two  hour  postpran- 
dial blood  sugar  was  90  mg/100  ml.;  serum  glu- 
tamic oxaloacetic  transaminase  103  R-F  units; 
total  bilirubin  0.45  mgs/100  ml.  with  0.05  mgs/ 
100  ml.  direct  and  0.40  mgs/ 100  ml.  indirect; 
alkaline  phosphatase  2.6  B-L  units  (normal  0.8- 
2.3  B-L  units);  total  protein  4.6  gms/100  ml.  with 
2.0  gms/100  ml.  albumin,  0.5  gms/100  ml.  alpha 
1 globulin,  0.9  gms/100  ml.  alpha  2 globulin,  0.8 
gms/100  ml.  beta  globulin  and  0.4  gms/100  ml. 
gamma  globulin.  Creatinine  2.1  and  1.7  mgs/100 
ml.;  blood  urea  nitrogen  33  and  37  mgs/100  ml., 
uric  acid  6.8  mgs/100  ml.,  cholesterol  250  mgs/ 
100  ml.,  carbon  dioxide  content  25  meq/L., 
sodium  136  meq/L.,  potassium  4.6  meq/L., 
chloride  107  meq/L.,  calcium  6.7  and  7.3  mgs/100 
ml.  (normal  8.3-10.3  mgs/100  ml.),  phosphorus 
4.7  and  4.1  mgs/ 100  ml.;  prothrombin  time  24 
seconds  with  a 11.5  second  control.  Urinary  pro- 
tein 10  gms/24  hours  and  7.6  gms/24  hours. 
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Lactic  dehydrogenase  was  340  units  with  slight 
elevation  of  liver  or  skeletal  muscle  fraction. 
No  LE  cells  were  seen  on  three  occasions.  Skin 
tests  for  histoplasmosis,  blastomycosis,  coccidio- 
mycosis  and  tuberculosis  were  negative.  Mul- 
tiple urine  cultures  showed  no  growth  in  48 
hours.  A throat  culture  revealed  normal  flora. 
An  antistreptosolysin  0 titer  was  1:12.  A crea- 
tinine clearance  was  20  L./day  (normal  150-180 
L./day).  A bone  marrow  aspiration  and  biopsy 
was  interpreted  as  within  normal  limits.  Oc- 
cult blood  was  not  present  in  the  stool  on  three 
occasions.  A bromsulfophthalein  test  showed 
10%  retention.  A liver  biopsy  was  nondiagnostic. 
A liver  radioisotope  scan  showed  a mottled  non- 
diagnostic pattern.  A chest  film  showed  the 
heart  size  to  be  within  normal  limits.  There  was 
a 1 cm.  nodule  in  the  left  upper  lung  field  over- 
lying  the  third  anterior  rib  and  nodular  calcifi- 
cation in  the  right  supraclavicular  area.  An  in- 
travenous pyelogram  was  unremarkable.  Skull 
films  were  negative.  There  was  a filling  defect 
in  the  duodenum  in  the  region  of  the  ampulla 
of  Vater  in  the  upper  gastrointestinal  series. 
There  was  minimal  diverticulosis  on  barium 
enema.  A gallbladder  x-ray  was  negative.  An 
electrocardiogram  showed  Q waves  in  III,  AVF 
indicative  of  positional  changes  or  a posterior 
wall  infarction.  During  the  hospital  stay  re- 
peat blood  urea  nitrogen  was  21  mgs/100  ml. 
and  creatinine  0.7  mgs./lOO  ml.  A diagnostic 
procedure  was  performed. 

In  summary,  the  patient  was  a 66  year  old 
male  who  presented  at  Sioux  Valley  Hospital, 
Sioux  Falls,  South  Dakota,  with  evidence  of 
chronic  illness  of  at  least  three  years  duration 
which  had  worsened  significantly  in  the  several 
weeks  prior  to  admission  and  prompted  his 
being  hospitalized  with  a several  day  history 
of  fever,  chills,  malaise,  cough,  and  a nasal  dis- 
charge. In  addition,  there  had  been  some  diges- 
tive disturbance.  The  physical  examination 
showed  a patient  with  a chronic  illness,  an  at- 
rophic right  testicle  and  the  absence  of  hyper- 
tension. 

The  most  striking  features  in  the  patient’s 
laboratory  data  draw  one’s  attention  to  the 
urinary  system  in  that  significant  proteinuria, 
low  specific  gravity,  and  low  creatinine  clear- 
ance with  satisfactory  acidification,  indicate 
the  presence  of  chronic  renal  disease  likely  in- 
volving the  glomeruli  primarily.  Serum  elec- 
trophoresis revealed  low  albumin,  low  alpha 
one  globulin,  low  gamma  globulin  and  elevated 
alpha  two  globulin  as  well  as  elevated  beta 
globulin.  This  pattern  is  compatible  with 


nephrosis.  There  was  no  significant  edema  ap- 
parent and  the  cholesterol  was  not  markedly 
elevated.  However,  the  above  suggests  that 
chronic  renal  disease  was  present  manifested  by 
the  nephrotic  syndrome.  The  most  common 
cause  of  adult  nephrosis  is  glomerulonephritis 
(75%  of  cases).  This  includes  the  membranous 
and  poststreptococcal  proliferative  forms.  In 
this  man’s  history,  nothing  is  present  which 
would  exclude  the  occurrence  of  glomerulone- 
phritis. Other  relatively  common  causes  of  the 
nephrotic  syndrome  are  diabetes  mellitus  with 
intercapillary  glomerulosclerosis,  systemic  lu- 
pus, amyloidosis  and  renal  vein  thrombosis.  This 
patient  did  not  have  diabetes  and  lupus  would 
seem  unlikely.  Renal  vein  thrombosis  is  usually 
an  acute  situation.  Amyloid  is  not  ruled  out 
by  the  data  available.  Other  rare  causes  of 
nephrosis  would  include  exposure  to  heavy 
metals  and  allergens  such  as  mercury,  gold,  bis- 
muth, and  to  anticonvulsive  drugs,  as  well  as 
the  occurrence  of  bee  sting  and  poison  ivy  or 
poison  oak  toxicity.  Nothing  in  the  history  sug- 
gests that  these  situations  existed.  Infectious 
causes  can  include  bacterial  endocarditis, 
malaria  and  secondary  syphilis.  Circulatory 
causes  including  congestive  heart  failure,  con- 
strictive pericarditis  and  malignant  hyperten- 
sion must  also  be  considered.  There  is  nothing 
in  the  protocol  to  suggest  these  disorders.  Im- 
munological disorders  include  polyarteritis, 
Wegener’s  granulomatosis,  scleroderma,  Henoch- 
Schonlein  purpura  and  renal  transplant  rejec- 
tion. The  absence  of  hypertension  excludes 
polyarteritis  and  scleroderma;  purpura  and 
renal  transplant  are  excluded  by  history.  Weg- 
ener’s is  a definite  possibility.  It  would  seem 
that  a logical  differential  diagnosis  of  the  renal 
disease  would  include:  1)  Glomerulonephritis; 
2)  Renal  amyloidosis;  and  3)  Wegener’s  granu- 
lomatosis. 

The  patient  also  had  a 1 cm  nodule  in  the  left 
upper  lung  field.  The  differential  would  in- 
clude tumor,  either  benign  or  malignant,  rheu- 
matoid arthritis  with  a rheumatoid  nodule  of 
the  lung,  Wegener’s  granulomatosis  or  infection. 
Infection  would,  of  course,  include  tuberculosis, 
atypical  myobacterium  and  any  of  the  fungus 
diseases.  One  would  require  a biopsy  of  the 
nodule  to  establish  a definite  diagnosis. 

The  most  common  explanation  for  nodular 
calcification  in  the  right  supraclavicular  area 
would  be  tuberculosis.  Supposedly  a Virchow’s 
node  indicating  metastases  from  the  gastrointes- 
tinal tract  could  also  calcify  but  such  a node 
more  likely  could  be  palpated.  Trauma  with 
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hematoma  could  also  calcify.  I think  this  pa- 
tient most  likely  had  tuberculosis  either  as  a 
child  with  arrested  disease,  or  there  had  been 
a recrudescence  of  the  tuberculosis  accounting 
for  his  present  problem. 

Liver  disease  is  also  present  as  shown  by  the 
elevated  BSP,  the  slightly  elevated  transam- 
inase, LDH  and  alkaline  phosphatase.  The  liver 
scan  suggests  a diffuse  process  and  liver  biopsy 
does  not  give  a specific  diagnosis.  There  may 
well  have  been  a granuloma  present  which  is 
not  specific  but  would  be  consistent  with  tuber- 
culosis. A filling  defect  in  the  second  portion  of 
the  duodenum  is  unusual  and  difficult  to  ex- 
plain in  reference  to  this  particular  case  and  it 
may  well  be  a “red  herring.”  The  most  common 
cause  is  a prominent  ampulla  of  Vater.  A polyp, 
intrinsic  tumor,  or  a pancreatic  rest  could  also 
be  present.  The  defect  could  represent  extrinsic 
pressure  from  an  enlarged  pancreas  or  from 
retroperitoneal  nodes. 

It  would  be  well  to  comment  on  some  of  the 
other  laboratory  findings  including  the  low  cal- 
cium which  could  be  related  to  the  reduced 
binding  afforded  by  the  low  serum  albumin. 
The  protocol  indicates  that  the  throat  and  urine 
cultures  were  normal  but  no  mention  was  made 
of  a search  for  acid  fast  bacilli  or  fungus.  I do 
not  think  that  negative  skin  tests  for  tuber- 
culosis or  fungus  rule  out  these  diagnoses. 

The  most  appealing  diagnosis  would  be  Weg- 
ener’s granulomatosis.  This  illness  is  an  arteritis 
variant  possibly  occurring  on  an  immunologic 
basis  causing  sinusitis,  pulmonary  disease  and 
glomerulitis.  Eosinophilia  is  usually  present 
and  this  patient  had  eosinophilia  and  the  renal 
disease  is  often  quite  severe  with  fever  and  acute 
illness  occurring.  Round  discrete  pulmonary 
densities  can  occur  as  well  as  necrotizing  des- 
tructive lesions  in  the  upper  respiratory  tract 
and  sinuses  and  the  renal  disease  can  be  mani- 
fested by  a nephrotic  syndrome.  The  diagnosis 
could  be  established  by  biopsying  the  pulmonary 
lesion  and  a renal  biopsy  would  also  be  helpful. 
It  seems  likely  the  patient  also  had  inactive 
tuberculosis. 

Very  close  second  choice  would  be  active 
tuberculosis  (or  atypical  microbacterial  involve- 
ment) with  secondary  amyloidosis.  Such  a diag- 
nosis could  account  for  the  pulmonary  lesion, 
the  supraclavicular  calcification,  the  liver  dis- 
ease, and  the  lesion  in  the  duodenum  (secondary 
to  retroperitoneal  adenopathy).  The  renal  dis- 
ease would  be  due  to  amyloidosis  and  the  atro- 
phic right  testis  could  be  due  to  tuberculosis. 

The  third  choice  could  be  an  occult  malig- 


nancy which  is  always  a possibility  in  a patient 
in  this  age  group  and  a more  distant  fourth 
choice  would  be  sarcoidosis. 

DR.  TAYLOR'S  DIAGNOSES 

1.  WEGENER’S  GRANULOMATOSIS 

2.  SECONDARY  AMYLOIDOSIS  DUE  TO 
TUBERCULOSIS 

3.  OCCULT  MALIGNANCY 

4.  SARCOIDOSIS 

*DR.  SANDERSON:  May  we  see  the  x-rays? 
DR.  BARLOW:  In  the  absence  of  a radiologist, 
you  will  have  to  put  up  with  me.  This  chest  film 
shows  the  calcification  described  in  the  protocol. 
The  upper  gastrointestinal  series  is  exemplified 
by  these  films.  Here  is  the  defect  in  the  duo- 
denum. I hate  to  disappoint  you  but  this  pa- 
tient is  still  living  and  we  will  not  be  able  to 
tell  you  what  these  lesions  represent. 

DR.  TAYLOR:  I don’t  think  they  will  give  any 
idea  as  to  the  patient’s  significant  pathology. 
DR.  SANDERSON:  Was  the  sinusitis  described 
as  very  severe  as  seen  in  Wegener’s  granu- 
lomatosis? 

DR.  BARLOW:  I believe  it  was  relatively  mild. 
PATHOLOGICAL  DISCUSSION 

The  diagnostic  procedure  performed  was  a 
renal  biopsy.  The  first  photomicrograph  shows 
severe  vascular  thickening  and  abundant  hyalin 
material  in  the  glomerular  tuft.  This  was  dif- 
fuse (See  Fig.  I).  These  photographs  show  higher 

Figure  I 
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Arrow  to  the  left  shows  severe  vascular  involvement 
by  amyloid.  Arrow  to  the  right  shows  an  involved 
glomerulus  with  diffuse  hyalin  thickening  (lOOx.) 

power  views  of  the  vascular  disease  with 
marked  narrowing  of  the  lumen  and  the  severe 
glomerular  involvement  (See  Fig.  II  and  III). 
At  this  point  there  was  a great  deal  of  debate 
as  to  what  this  lesion  represented.  The  two  hour 
postprandial  blood  sugar  of  90mgs/100  ml.  would 

* Internist,  Sioux  Valley  Hospital,  Clinical  Faculty, 
School  of  Medicine,  University  of  South  Dakota. 
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rule  out  diabetic  glomerulosclerosis.  The  vascu- 
lar involvement  is  more  than  would  be  expected 
in  so-called  membranous  glomerulonephritis 
which  is  not  an  “itis”  and  has  no  membrane.  At 
any  rate  this  was  probably  not  the  diagnosis. 
Another  possibility  was  amyloidosis.  This  diag- 
nosis was  confirmed  by  a congo  red  stain  which 


Figure  II 


There  is  a markedly  involved  artery  at  the  lower 
left  of  the  picture  (arrow).  In  the  center  is  a markedly 
distorted  glomerulus  involved  by  amyloid  (430x). 


Figure  III 
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The  central  part  of  the  picture  shows  an  artery  with 
marked  narrowing  by  amyloid  (950x). 
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showed  the  characteristic  metachromosia. 

Unlike  other  disease  entities  where  our  knowl- 
edge has  grown  throughout  the  years,  amyloid- 
osis is  still  an  enigma.  I cannot  resist  discuss- 
ing this  case  a little  although  Dr.  Taylor  has 
covered  many  of  the  salient  points.  I think  we 
will  have  to  consider  this  patient  as  having 
nephrotic  syndrome  because  of  the  massive  pro- 
teinuria and  hypoproteinemia  even  though 
characteristic  hypercholesterolemia  and  edema 
were  absent.  For  the  benefit  of  the  medical 
students  I will  list  the  more  frequent  causes  of 
nephrotic  syndrome. 


CAUSES  OF  NEPHROTIC  SYNDROME 


1.  Primary  lipoid  nephrosis 

2.  Proliferative  glomerulonephritis 


3.  Membranous  glomerulonephritis 

4.  Collagen  disease  (lupus,  penarteritis) 

5.  Diabetes  mellitis  (diabetic  glom- 
erulosclerosis) 

6.  Amyloidosis 

a.  primary 

b.  secondary  to  rheumatoid  arthritis,  sup- 
puration, Hodgkin’s  disease,  myeloma, 
familial  Mediterranean  fever 

7.  Increased  renal  vein  pressure 

a.  congestive  heart  failure 

b.  tricuspid  insufficiency 

c.  constrictive  pericarditis 

d.  renal  vein  thrombosis 

8.  Drugs 

a.  penicillamine 

b.  heavy  metals  (mercury,  bismuth,  gold) 

c.  trimethadione  and  paramethadione 

d.  bee  stings  and  snake  bites 

9.  Infections 

a.  syphilis 

b.  malaria 

c.  cytomegalic  inclusion  disease 

10.  Genetic  — familial  nephrotic  syndrome 

It  is  interesting  that  amyloidosis  as  in  this 
case  often  is  associated  with  renal  vein  throm- 
bosis so  two  common  causes  of  nephrotic  syn- 
drome may  coincide.  One  interesting  point  is 
that  the  patient  had  azotemia  in  early  deter- 
minations but  later  the  blood  urea  nitrogen  and 
creatinine  were  normal.  Early  reversible  azo- 
temia has  been  described  in  nephrotic  syn- 
drome and  should  be  distinguished  from  the 
progressive  deterioration  of  renal  function 
which  occurs  as  the  nephrotic  picture  gives  way 
to  a uremic  picture  due  to  progressive  renal 
parenchymal  destruction. 

Complications  that  may  occur  in  nephrotic 
syndrome  include  venous  thrombosis,  infection 
due  to  hypogammaglobulinemia  and  painful 
abdominal  crisis  as  well  as  the  terminal  renal 
failure  described  above. 

In  contrast  to  other  disease  entities  where  we 
have  learned  much,  amyloidosis  is  still  an 
enigma.  The  electron  microscopists  have  shown 
us  that  amyloid  has  a fibrillar  pattern.  We 
thought  a few  years  ago  because  of  its  associa- 
tion with  marrow  plasmacytosis  that  the  ma- 
terial might  be  precipitated  gamma  globulin. 
This  idea  seemed  likely  because  of  the  known 
association  of  amyloid  with  myeloma.  However, 
amyloid  is  not  gamma  globulin. 

The  peculiar  ability  of  amyloid  to  stain  with 
an  altered  colored  reaction  with  certain  dyes  is 
called  metachromasia.  Its  mechanism  has  never 
been  fully  explained. 
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Amyloid  is  deposited  extracellularly.  Two  dis- 
tributions are  recognized.  The  first  is  called 
diffuse  parenchymal  and  involves  the  kidney, 
spleen,  liver,  lymph  nodes,  adrenals,  pancreas, 
and  prostate.  The  second  is  called  systemic 
and  involves  skin,  joints,  muscles,  heart  and 
peripheral  nervous  system.  The  former  distri- 
bution has  often  been  called  secondary  distri- 
bution because  it  is  seen  in  association  with 
many  of  the  chronic  disease  processes  I will 
discuss  shortly.  The  systemic  distribution  has 
most  often  been  seen  when  there  was  no  known 
cause  for  the  amyloidosis  and  is  therefore  called 
primary.  However,  a major  exception  is  that 
the  amyloidosis  often  associated  with  myeloma 
has  the  systemic  or  primary  type  of  distribution. 
Amyloid  may  also  be  found  as  an  isolated  large 
mass  in  any  organ  — pseudotumoral  amyloid. 

One  reason  for  not  using  the  term  primary  is 
that  several  types  of  amyloid  do  not  have  the 
systemic  distribution  and  yet  are  idiopathic  or 
primary.  One  type  is  the  pseudotumoral  amy- 
loid described  above.  A second  type  is  so-called 
senile  cardiac  amyloid.  We  know  that  if  we 
examine  the  hearts  of  people  over  70  we  find 
an  increased  incidence  of  amyloid  between  the 
fibers.  This  is  rarely  clinically  significant  but 
may  assume  increasing  importance  with  our 
aging  population. 

Two  familial  types  of  amyloidosis  described 
in  Scandinavia  by  Rukavina  and  in  Portugal 
by  Andrade  involve  the  peripheral  nervous  sys- 
tem. 

The  diseases  with  which  so-called  secondary 
or  diffuse  parenchymal  amyloid  is  associated 
are  many.  The  classic  entities  have  been  tuber- 
culosis, bronchiectosis,  bronchopleural  fistula 
and  chronic  osteomyelitis.  These  diseases  are 
less  common  today  and  have  been  replaced  by 
ulcerative  colitis,  regional  enteritis,  paraplegia 
and  rheumatoid  arthritis.  Leprosy  and  familial 
Mediterranean  fever  are  other  chronic  disorders 
with  which  amyloid  has  been  associated  in  other 
areas  of  the  world.  Certain  malignant  conditions 
are  also  associated  with  amyloidosis.  Multiple 
myeloma  has  been  mentioned.  Hodgkin’s  disease 
is  another.  Strangely  the  other  lymphomas 
are  not  usually  associated  with  amyloidosis. 

We  have  little  reason  to  suspect  any  of  the 
above  diseases  in  this  case.  We  have  not  ruled 
out  a type  of  myeloma  called  light  chain  disease 
in  which  there  are  abundant  L chains  in  the 
serum  and  urine.  The  urine  electrophoresis 
would  demonstrate  this  but  was  not  done.  The 
serum  electrophoresis  does  not  show  the  charac- 
teristic spike  but  is  similar  to  the  pattern  of  this 


case.  We  could  say  the  patient  had  tuberculosis 
and  get  some  evidence  from  the  x-ray  but  this 
is  hard  to  believe.  At  any  rate,  I cannot  be  more 
specific. 

ADDENDUM 

Since  the  publication  of  this  CPC,  an  autopsy 
was  performed  on  this  patient.  The  list  of  final 
anatomic  diagnoses  are  as  follows: 

1.  Primary  Systemic  Amyloidosis  Involving 
Kidney,  Blood  Vessels  and  Tongue 

A.  Myocardial  Hypertrophy  (625  Grams) 
and  Dilatation 

B.  Fibrinous  Pericarditis,  Severe 

C.  Pleural  Effusion,  Right  2,100  cc.,  Left 
1,300  cc. 

D.  Peritoneal  Effusion  (300  cc.) 

E.  Peripheral  Edema,  Severe 

2.  Acute  and  Chronic  Pyelonephritis 

3.  Granuloma  of  Lung,  Left  Upper  Lobe, 
(Histoplasmosis) 

4.  Chronic  Duodenal  Ulcers,  Two 

5.  Stress  Erosion  of  Stomach 

6.  Fibrous  Pleural  Adhesions,  Bilateral 

7.  Fibrous  Peritoneal  Adhesions 

8.  Benign  Prostatic  Hyperplasia 

9.  Atherosclerosis,  Aorta,  Moderate 

10.  Atherosclerosis,  Coronary  Arteries,  Mild 

11.  Atherosclerosis,  Pulmonary  Artery,  Mild 

12.  Fenestration  of  Pulmonary  Valve  Leaflet 
Of  particular  note  are  the  two  ulcers  in  the 

duodenum  and  the  fact  that  the  granuloma  in 
the  lung  represents  histoplasmosis. 
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The  American  Board  of  Family  Practice  an- 
nounces that  it  will  give  its  SECOND  examina- 
tion for  certification  in  various  centers  through- 
out the  United  States.  The  examination  will  be 
over  a two-day  period  on  February  27-28,  1971. 
Information  regarding  the  examination  and 
eligibility  for  the  examination  can  be  obtained 
by  writing: 

Nicholas  J.  Pisacano,  M.D.,  Secretary- 
Treasurer 

American  Board  of  Family  Practice,  Inc. 
University  of  Kentucky  Medical  Center 
Annex  #2,  Room  229 
Lexington,  Kentucky  40506 

PLEASE  NOTE:  Deadline  for  receiving  com- 
pleted applications  in  the  Board  office  is 

November  L 1970. 
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An  important  reason  for 
buying  Bonds  when  you're  young 
is  for  when  you're  old. 


Someday  you’re  going  to  retire. 

Let’s  hope  you’re  ready. 

Let’s  hope  that  you  won’t  be  living  off 
your  children. 

Let’s  hope  you’ll  have  more  to  live  on,, 
and  for,  than  Social  Security. 

Let’s  hope  you’ll  be  self-sufficient,  able 
to  grow  old  with  dignity,  respected  by 
others  and  able  to  keep  your  own  chin  up. 

Let’s  hope  you’re  planning  for  tomor- 
row. 

Regardless  of  the  ups  and  downs  of 
your  other  assets,  you  have  to  start  with 
a nest  egg,  a kitty,  something  in  the  sock 
you  can  always  depend  on. 

One  way  you  can  do  this  most  pain- 
lessly is  by  participating  in  the  Payroll 
Savings  Plan  where  you  work  or  the  Bond- 
a-Month  Plan  where  you  bank. 

U.S.  Savings  Bonds  now  pay  5%  in- 
terest when  held  to  maturity  of  5 years, 
10  months  (4%  the  first  year;  thereafter 
5.20%  to  maturity).  That’s  the  highest 
rate  ever. 

Let’s  not  hope  for  a better  tomorrow. 

Let’s  plan  on  it. 


Bonds  are  safe.  If  lost,  stolen,  or  destroyed, 
we  replace  them.  When  needed,  they  can  be 
cashed  at  your  bank.  Tax  may  be  deferred 
until  redemption.  And  always  remember, 
Bonds  are  a proud  way  to  save. 
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lake  stock  in  America. 

With  higher  paying  US  Savings  Bonds. 


The  U.S.  Government  does  not  pay  for  this  advertisement. 
It  is  presented  as  a public  service  in  cooperation  with  The 
Department  of  the  Treasury  and  The  Advertising  Council. 
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His  wife  has  a lot  of  different 
menopausal  symptoms,  but  only  a few 
really  irritate  him.  Her  hot  flashes,  her 
vertigo,  her  palpitations — that’s  her 
problem.  What  really  bothers  him  is 
her  nervousness,  her  irritability  and 
her  excessive  anxiety,  often  expressed 
by  endless  “book-shuffling,  chain- 
smoking, reading-lamp”  insomnia! 

Menrium  takes  care  of  hot  flashes, 
vertigo,  palpitations  in  most 
menopausal  women.  Menrium 
provides  the  well-known  antianxiety 
action  of  chlordiazepoxide  (Librium®) 
and  water-soluble  esterihed  estrogens. 
It  therefore  relieves  more  symptoms 
than  either  component  separately. 

It  takes  care  of  the  vasomotor 
symptoms  as  well  as  the  emotional 
symptoms.  This  means  the  symptoms 
that  bother  his  wife  most.  And  the 
symptoms  that  irritate  him  most. 

So,  to  help  them  both  get  through 
her  menopause,  remember  Menrium. 


Before  prescribing,  please  consult  complete  product  informa, 
tion,  a summary  of  which  follows: 

Indications:  Management  of  manifestations  generally  associated 
with  the  menopausal  syndrome — anxiety  and  tension,  vasomotor 
complaints  and  hormonal  deficiency  states. 

Contraindications:  Women  with  cancer  of  breast  or  genitalia, 
except  inoperable  cases,  and  those  with  known  hypersensitivity  to 
chlordiazepoxide  and/or  esterified  estrogens. 

Warnings:  Caution  patients  about  possible  combined  effects  with 
alcohol  and  other  CNS  depressants.  As  with  all  CNS-acting  drugs, 
caution  patients  against  hazardous  occupations  requiring  complete 
mental  alertness  (e.g.,  operating  machinery,  driving).  Exclude  other 
possible  causes  of  menopausal  syndrome  manifestations,  such  as 
pregnancy.  Though  physical  and  psychological  dependence  have  rarely 
been  reported  on  recommended  doses,  use  caution  in  administering  to 
addiction-prone  individuals  or  those  who  might  increase  dosage; 
withdrawal  symptoms  (including  convulsions)  similar  to  those  seen 
with  barbiturates  have  been  reported  following  discontinuance  of 
chlordiazepoxide  HC1.  Potential  benefits  of  use  in  pregnancy,  lactation 
or  women  of  childbearing  age  should  be  weighed  against  possible 
hazards  to  mother  and  child.  Clinical  data  inadequate  on  safety 
in  pregnancy. 

Precautions:  In  elderly  and  debilitated  patients,  limit  dosage  to 
smallest  effective  amount  of  chlordiazepoxide  (initially  10  mg  or  less 
per  day)  to  preclude  ataxia  or  oversedation;  increase  gradually  as 
needed  and  tolerated.  Though  generally  not  recommended,  if  combina- 
tion therapy  with  other  psychotropics  seems  indicated,  carefully 
consider  individual  pharmacologic  effects — particularly  in  use  of 
potentiating  drugs  such  as  MAO  inhibitors  and  phenothiazines. 
Observe  usual  precautions  in  patients  with  impaired  renal  or  hepatic 
function.  Paradoxical  reactions  to  chlordiazepoxide  (e.g.,  excitement, 
stimulation  and  acute  rage)  have  been  reported  in  psychiatric  patients. 
Employ  usual  precautions  in  the  treatment  of  anxiety  states  with 
evidence  of  impending  depression;  suicidal  tendencies  may  be  present 
and  protective  measures  necessary.  Variable  effects  on  blood  coagula- 
tion very  rarely  reported  in  patients  receiving  Librium®  (chlordiaz- 
epoxide) and  oral  anticoagulants. 

Adverse  Reactions:  Untoward  effects  seen  with  either  compound 
alone  may  occur  with  Menrium.  With  chlordiazepoxide,  drowsiness, 
ataxia  and  confusion  reported  in  some  patients,  particularly  in  the 
elderly  and  debilitated;  while  usually  avoided  by  proper  dosage  adjust- 
ment, these  are  occasionally  observed  at  lower  dosage  ranges.  Also 
reported  have  been  a few  instances  of  syncope;  isolated  occurrences  of 
skin  eruptions,  edema,  minor  menstrual  irregularities,  nausea  and 
constipation,  extrapyramidal  symptoms,  increased  and  decreased 
libido,  and  occasional  reports  of  blood  dyscrasias,  including  agranu- 
locytosis, jaundice  and  hepatic  dysfunction.  Periodic  blood  counts  and 
liver  function  tests  advisable  during  protracted  treatment.  Changes  in 
EEG  patterns  (low-voltage  fast  activity)  observed  during  and  after 
chlordiazepoxide  treatment. 

With  estrogens,  headache,  nausea  and  vomiting,  anorexia, 
gastrointestinal  discomfort,  dysuria  and  urinary  frequency,  jitteriness, 
breast  engorgement,  formation  of  breast  cysts,  skin  rashes  and  pruritus 
occasionally  seen.  Administration  may  also  be  associated  with 
uterine  bleeding  and/or  followed  by  withdrawal  bleeding. 

Usual  Dosage:  One  tablet  t.i.d.  for  21  days,  followed  by  one-week 
rest  periods. 


5 mg  chlordiazepoxide 


0.4  mg  water-soluble 
esterified  estrogens 


10  mg  chlordiazepoxide 


0.4  mg  water-soluble 
esterified  estrogens 
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News  Notes  • Changes  • Births  • News 


Richard  Friess,  M.D.,  form- 
erly of  Webster,  is  now  prac- 
ticing in  Sioux  Falls  in  asso- 
ciation with  H.  O.  Kittelson, 
M.D.  and  Donald  Frost,  M.D. 

“The  Place  of  Abortion  in 
American  Medicine”  was  the 
featured  discussion  at  the  sec- 
ond annual  Health  and  Family 
Life  Education  Workshop  held 
at  South  Dakota  State  Uni- 
versity in  Brookings.  Speakers 
for  the  discussion  were  Mil- 
ton  Mutch,  M.D.,  Sioux  Falls, 
and  H.  B.  Munson,  M.D.,  Rapid 
City. 

* * * 

G.  A.  Landmann,  M.D.,  Scot- 
land, was  honored  on  his  90th 
birthday  at  a reception  held 
at  the  Scotland  city  hall. 

* * * 

The  American  Board  o f 
Family  Practice  has  an- 
nounced that  David  J.  Bu- 
chanan, M.D.,  Huron,  has  been 
certified  as  a specialist  in  gen- 
eral practice  upon  successful 
completion  of  a three  day  ex- 
amination. The  Board  will  re- 
quire recertification  through 
examination  every  seven  years 
in  order  to  encourage  phys- 
icians to  continue  their  post- 
graduate education. 


Rose  Failhe,  M.D.,  formerly 
of  Wakonda,  has  opened  an  of- 
fice in  Beresford. 

^ ^ ^ 

Thomas  Bunker,  M.D..  Aber- 
deen, has  been  appointed  by 
the  Governor  to  serve  on  the 
South  Dakota  Hearing  Aid 
Dispensers  Board. 

Supplemental  Roster 

Maynard  H.  Porter,  M.D. 

Parkston,  S.  D. 

R.  G.  Belatti,  M.D. 

Madison,  S.  D. 


YOUR 

CONTRIBUTION 
TO  THE 

SOUTH  DAKOTA 
MEDICAL  SCHOOL 
ENDOWMENT 
FUND 
IS  NEEDED 


Governor  Frank  Farrar  an- 
nounced the  reappointment  of 
R.  C.  Jahraus,  M.D.,  Pierre,  to 
the  South  Dakota  State  Board 
of  Medical  and  Osteopathic 
Examiners  for  a five  year 
term. 

^ ^ ^ 

James  Hockenberry,  M.D. 

announced  the  association  of 
Stan  Saleren,  M.D.  with  him 
at  the  Medical  Center  in  Brit- 
ton. Dr.  Sateren  graduated 
from  Northwestern  University 
Medical  School  and  is  a gen- 
eral practitioner. 

^ ^ 

Gregory  Naughton,  M.D.  has 

been  certified  a Diplomate  of 
the  American  Board  of  In- 
ternal Medicine  and  Patrick 
McGreevy,  M.D.  has  been  cer- 
tified a Diplomate  of  the 
American  Board  of  Surgery. 
Both  physicians  are  members 
of  the  McGreevy  Clinic  in 
Sioux  Falls. 

* * * 

Guest  speaker  for  the  Sacred 
Heart  Nurses  Alumni  Associa- 
tion homecoming  program  was 

Brooks  Ranney,  M.D.,  Yank- 
ton. Master  of  ceremonies 
was  D.  B.  Reaney,  M.D.,  also 
of  Yankton. 
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The  Physician's  Role  in  the  S.  Dak.  Drug  Scene 


Donald  M.  Frost.  M.D.. 

Chairman  of  Sioux  Falls  Drug  Education  Committee 


When  I was  a lad,  grass  was  something  you 
mowed,  snow  you  shoveled,  pot,  something  you 
cooked  in,  trip  something  the  family  took  in  the 
summer,  and  STP  something  you  put  in  your 
car. 

Today,  these  terms  have  a totally  new  sig- 
nificance to  the  young  people.  The  world 
that  you  and  I knew  no  longer  exists,  nor 
does  the  value  system  we’re  accustomed  to.  Our 
generation  has  somehow  said  by  our  word  or 
action,  “What  we’ve  been  telling  you  about 
values  and  morals  really  wasn’t  true.”  At  any 
rate,  young  folks  in  our  day  have  constructed 
a new  language  and  a new  system  of  values  that 
we  as  adults  must  come  to  know.  To  fail  to 
recognize  that  this  change  has  occurred  is  not 
only  foolish,  but  may  lead  us  to  further  com- 
munication problems  with  the  young  genera- 
tion. 

Drug  abuse  is  one  area  of  marked 
deviation  that  has  taken  on  great  significance 
in  the  past  five  years.  This  problem  is  no  longer 
confined  to  New  York  City,  Chicago,  or  Los 
Angeles.  It  is  present  in  the  larger  South  Da- 
kota communities  to  the  extent  of  causing  num- 
erous law  enforcement  problems  as  well  as  pre- 
senting the  medical  profession  with  a challenge 
we  are  not  currently  prepared  to  meet.  Many  of 
us  as  physicians  have  never  dealt  with  anything 
but  the  alcohol  dependent  individual.  Interest- 
ingly, there  are  many  parallels  between  the 
problem  of  alcohol  “addiction  and  other  drug 
dependence.  I specifically  mention  this  because 
the  more  involved  I become  in  our  local  drug 
problem,  the  more  convinced  I am  that  the  in- 
dividual who  is  “hooked  on  drugs’  is  not  too  dif- 
ferent from  the  one  who  is  severely  dependent 
on  alcohol.  The  individuals  frequently  have  some 
marked  personality  deviation  or  emotional 
“hang  up”  which  has  led  them  to  seek  a crutch 
to  aid  them  through  their  problem  or  an  escape 
from  the  reality  of  their  difficulty. 

We  in  Sioux  Falls  are  quite  aware  of  a de- 
veloping problem  in  the  drug  abuse  area.  The 


numerous  arrests  as  well  as  information  we’ve 
received  as  a Drug  Education  Committee  have 
alerted  us  on  the  subject  and  caused  us  to  take 
some  steps  which  hopefully  will  aid  us  in 
handling  the  problem  as  it  grows. 

To  think  that  the  smaller  communities  will 
not  face  the  drug  misuse  problem  is  to  be  very 
unrealistic.  To  not  prepare  for  the  eventuality 
of  this  difficulty  is  to  flirt  with  potential 
disaster. 

When  we  first  began  our  investigation  of  the 
Sioux  Falls  Drug  Scene,  we  were  quite  unaware 
what  we  might  expect.  Several  folks  felt  it  was 
folly,  as  we  had  very  little  evidence  that  any 
real  problem  existed. 

The  early  part  of  our  work  as  a Drug  Educa- 
tion Committee  was  to  conduct  a survey  of  the 
Sioux  Falls  School  System  including  the  col- 
leges. This  report  is  given  for  you  in  summary. 

SURVEY  COMMENTS 

The  findings  listed  in  this  survey  are  the  re- 
sults of  a survey  of  the  three  Sioux  Falls  High 
Schools  and  four  Junior  High  Schools  as  well 
as  Sioux  Falls  and  Augustana  Colleges.  Over 
7,000  students  between  the  ages  of  12  and  22 
completed  the  survey. 

The  questionnaire  was  carefully  drawn  in  an 
attempt  to  avoid  possible  error  or  distortion.  It 
was  tabulated  by  computers  at  the  University 
of  South  Dakota.  The  statisticians  at  that  insti- 
tution believe  the  results  to  be  statistically  sig- 
nificant. Because  of  the  large  number  of  re- 
turns, it  would  be  very  difficult  to  affect  mark- 
edly the  results  by  any  small  group  of  falsified 
answers. 

We  believe  the  test  to  be  valid. 

Statistics  are  important  in  that  they  reveal 
trends.  It  must  be  granted  that  there  may  be 
a difference  between  what  people  report  and 
what  is  factual.  The  method  of  this  research  is 
such,  however,  to  confirm  a minimal  amount  of 
variation. 
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NUMBER  OF  STUDENTS  WHO  HAVE  USED 
MARIHUANA  AT  SOME  TIME  OR  OTHER 


NUMBER  OF  PERSONS  WHO  HAVE 
SMOKED  CIGARETTES  (AT  LEAST 


Age  12 

One  in  77 

OCCASIONALLY) 

Age  13 

One  in  38 

Age  12 

One  in  3.3 

Age  14 

One  in  26 

Age  13 

One  in  2.3 

Age  15 

One  in  15 

Age  14 

One  in  1.9 

Age  16 

One  in  8 

Age  15 

One  in  1.9 

Age  17 

One  in  6 

Age  16 

One  in  1.8 

Age  18 

One  in  7 

Age  17 

One  in  1.8 

Results  19  to  22  and  over  are  incomplete  at 

Age  18 

One  in  1.5 

this  time.  Results  Age  15  to  18 

are  preliminary. 

Though  the 

Sioux  Falls  figures  are  not  alarm 

NUMBER  OF  STUDENTS  WHO  HAVE  USED 
LSD  AT  SOME  TIME 


Age  12 

One  in 

143 

Age  13 

One  in 

125 

Age  14 

One  in 

91 

Age  15 

One  in 

71 

Age  16 

One  in 

40 

Age  17 

One  in 

23 

Age  18 

One  in 

19 

Results  19  to  22  and  over  are  incomplete  at 
this  time.  Results  Age  15  to  18  are  preliminary. 


ing,  they  do  give  evidence  of  a problem  that  is 
likely  to  become  worse  in  the  near  future.  We 
feel  it  is  the  responsibility  of  each  community 
to  face  the  reality  of  their  peculiar  drug  prob- 
lem. In  my  judgment,  the  local  physicians 
should  form  the  core  of  leadership  in  this  par- 
ticular problem. 

There  are  several  suggestions  which  we  would 
like  to  make  for  active  physicians. 

1.  Be  well  informed  on  the  drugs  of  abuse. 
You  will  need  to  get  literature  to  reacquaint 


NUMBER  OF  STUDENTS  WHO  HAVE  TRIED 


SPEED  (METHEDRENE) 


Age  12 

One  in 

250 

Age  13 

One  in 

125 

Age  14 

One  in 

71 

Age  15 

One  in 

50 

Age  16 

One  in 

33 

Age  17 

One  in 

29 

Age  18 

One  in 

20 

Results  19  to  22  and  over  are  incomplete  at 
this  time.  Results  Age  15  to  18  are  preliminary. 

NUMBER  OF  STUDENTS  WHO  HAVE  TRIED 
PEP  PILLS  (BENZEDRENE,  DEXEDRENE), 
ETC. 


Age  12 

One  in  52 

Age  13 

One  in  31 

Age  14 

One  in  23 

Age  15 

One  in  15 

Age  16 

One  in  10 

Age  17 

One  in  11 

Age  18 

One  in  8 

Results  19  to  22  and 

over  are  incomplete  at 

this  time.  Results  Age  15  to  18  are  preliminary. 
NUMBER  OF  PERSONS  WHO  HAVE  USED 

ALCOHOLIC 

BEVERAGES 

Age  12 

One  in  3.1 

Age  13 

One  in  2.3 

Age  14 

One  in  1.7 

Age  15 

One  in  1.6 

Age  16 

One  in  1.5 

Age  17 

One  in  1.3 

Age  18 

One  in  1.3 

WE  HOPE  THIS  IS  NOT  NEEDED 

but  your  patient  will  find  new  freedom  from 

the  extra  comfort  and  smooth,  easy  operation  of 
this  marvelous  Everest  & Jennings  wheelchair. 
Elmen  Rent  All  offers  you  just  about  every- 
thing to  help  patients  get  well  faster.  The  first 
month’s  rent  applies  to  the  purchase  price. 
We  hope  your  patients  never  need  such  things, 
but  if  they  do,  we're  at  your  service  24  hours  a 
day. 

Send  for  your  free  Medicare  Catalog. 

ELMEN  RENT  ALL 

RAPID  RENT  ALL 

Sioux  Falls  Rapid  City 

1701  West  12th  Street  325  West  Boulevard 

Phone  336-3670  Phone  342-7350 

Rental  Stores  in  St.  Paul,  Rochester  and  Sioux  City 


48 


SOUTH  DAKOTA 


yourself  with  the  peculiarities  of  the  common 
drugs  of  abuse.  Some  of  these  products  you  will 
not  have  read  about  since  medical  school  days. 
You  above  all  individuals  in  your  community 
should  be  keenly  aware  of  these  chemicals  and 
their  effects  and  dangers.  Laymen  will  be  com- 
ing to  you  for  advice.  BE  INFORMED. 

2.  Attempt  to  find  out  if  your  community  has 
a problem.  This  is  not  an  easy  assignment.  You 
will  be  impressed,  as  we  have  I’m  sure,  that  the 
adult  population  is  quite  uninformed  about  the 
drug  scene.  Therefore,  you  will  need  to  get  your 
information  from  young  people.  This  may  best 
be  done  by  a school  survey  such  as  we  con- 
ducted. 

3.  If  you  find  that  you  are  in  the  early  stages 
of  a drug  abuse  problem,  attempt  to  institute 
some  type  of  an  educational  program  for  young 
and  old  alike.  You  can  best  do  this  by  way  of 
literature,  films,  informed  speakers,  or  ex- 
addicts. There  is  no  question  but  that  the 
former  drug  user  communicates  best  with  young 
people.  The  adults  will  be  best  served  by  good 
films  or  literature. 

4.  Keep  abreast  of  the  drug  abuse  problem 
nationally  and  locally  by  attending  meetings  on 
the  subject  which  will  be  held  throughout  the 
state  during  the  next  12  months.  Regional  meet- 


ings are  being  planned  in  the  state  in  the  at- 
tempt to  inform  the  educational,  professional, 
and  law  enforcement  people  about  the  drug 
scene.  A Governors  Conference  on  Drug  Abuse 
is  being  planned  for  early  October.  I would 
urge  your  attendance  at  this  meeting. 

In  conclusion,  let  me  urge  you  to  assume  the 
role  of  leadership  which  naturally  falls  to  you 
as  a physician.  Your  community  will  look  to 
you  for  information  and  guidance.  It  is  your 
responsibility  and  privilege  to  become  a com- 
munity leader  in  this  vital  area  now  facing  us. 


ANNOUNCEMENT 

Louisiana  State  University  School  of  Med- 
icine in  Shreveport  and  the  Louisiana  Thoracic 
Society  will  present  a one-day  Postgraduate 
Course  on  Pediatric  Respiratory  Disease  on  Sep- 
tember 24,  1970,  according  to  Joseph  A.  Little, 
M.D.,  Course  Chairman  and  Head  of  the  Depart- 
ment of  Pediatrics,  LSU,  Shreveport.  The  course 
will  have  a tuition  of  $25  and  will  be  open  to  all 
physicians  interested. 

Physicians  interested  in  receiving  the  course 
program  and  registration  information  should 
contact  the  Louisiana  Thoracic  Society,  Suite 
504,  Ricou-Brewster  Building,  Shreveport, 
Louisiana  71101. 


EXCLUSIVE  MEDICAL  COLLECTION  SERVICE 


A M A C 


ALLIED  MEDICAL  AUDIT  CONTROL,  INC. 

455-6655  Area  Code  (612)  455-6659 

West  View  Industrial  Park 
161  EAST  MARIE 
ST.  PAUL,  MINNESOTA  55118 


IBM  Equipment 

Watts  Line 

Personal  Call 
Service 

No  Collection 
No  Charge 


ASSURED  PROTECTION  WITH  PROFESSIONAL  SERVICE 
FOR  PROFESSIONAL  PEOPLE 
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A Democratic  and  a Republican  member  of 
the  House  Ways  and  Means  Committee 
joined  to  introduce  The  American  Medical  Asso- 
ciation’s Medicredit  plan  for  federally  subsidized 
national  insurance. 

The  co-sponsors  of  the  legislation  (H.R.  14567) 
were  Reps.  Richard  Fulton  (D.,  Tenn.)  and  Joel 
T.  Broyhill  (R.,  Va.).  Both  are  members  of  the 
House  Ways  and  Means  Committee  which  has 
jurisdiction  over  such  legislation.  Soon  after  in- 
ti oduction  of  the  Fulton-Broyhill  measure,  Rep. 
Omar  Burleson  (D.,  Tex.),  also  a member  of  the 
Ways  and  Means  Committee,  and  Rep  John 
Jarman  (D.,  Okla.),  chairman  of  the  House  Com- 
merce Subcommittee  on  Health,  introduced  an 
identical  bill.  Other  members  of  the  House  from 
both  major  political  parties  indicated  they  also 
would  become  co-sponsors. 

Fulton,  who  18  months  ago  introduced  legis- 
lation based  on  the  Medicredit  principles  for 
financing  private  health  insurance  for  individ- 
uals, told  the  House  that  the  new  bill  “repre- 
sents ...  a vast  improvement  over  its  predeces- 
sor by  reason  of  the  fact  that  it  encompasses  a 
built-in  mechanism  for  cost  control.”  He  re- 
feired  to  mandatory  peer  review. 

Speaking  for  himself  and  the  measure’s  co- 
author, Rep.  Joel  T.  Broyhill  (R.,  Va.),  Fulton 
said  the  time  for  national  health  insurance  has 
come. 

“And  whether  we’re  talking  about  the  Rocke- 
feller approach,  the  AFL-CIO  approach,  the 
Kennedy  approach,  or  the  approach  taken  by 
the  Committee  of  100,  all  of  them  advocate 
sweeping  changes  in  our  health  care  system  ” 
Fulton  said. 

“An  across-the-board  national  health  insur- 
ance plan,  operated  regardless  of  need,  will 
carry  a price  tag  of  sobering  size.  And  no  such 
plan  I have  yet  seen  includes  — at  least  to  my 


satisfaction  — a mechanism  which  promises 
effective  cost  control  of  the  taxpayers’  money. 

This  brings  us  to  an  essential  element  of 
Medicredit  — its  provision  of  peer  review.  This 
bill  calls  for  a constant  and  unremitting  policing 
mechanism.” 

The  other  two  parts  of  the  Medicredit  legisla- 
tion would  provide  for  the  federal  government 
financing  or  assisting  in  the  financing  of  med- 
ical and  hospital  care  for  individuals  and  their 
dependents  through  participation  in  the  cost  of 
insurance  policies  of  their  choice — 100  per  cent 
premium  payment  for  the  low-income  groups, 
and  graduated  participation  in  the  payment  of 
premiums  for  other  persons,  based  on  their  fed- 
eral income  tax  liability. 

Congress  is  not  expected  to  take  up  this  year 
proposals  for  national  health  insurance.  But 
reaction  to  the  AMA  peer  review  plan  has  been 
highly  encouraging,  and  prospects  appeared 
good  that  Congress  would  approve  such  a plan 
this  year  for  medicare  and  medicaid.  Sen.  Wal- 
lace F.  Bennett  (R.,  Utah),  a senate  finance  com- 
mittee member,  directed  the  committee’s  staff 
to  work  with  AMA  staff  representatives  in 
drafting  such  legislation  as  an  amendment  to  a 
bill  revising  medicare  and  medicaid. 

In  a speech  on  the  Senate  floor,  Bennett  said 
there  is  deep  concern  over  the  high  costs  of 
medicare  and  medicaid.  He  complimented  the 
AMA  on  advancing  peer  review  as  a means  of 
curbing  these  costs.  He  said: 

“I  believe  the  American  people  are  justifiably 
concerned  over  the  tremendous  costs  of  health 
care.  Much  of  that  concern,  it  seems  to  me,  is  a 
product  of  a very  real  feeling  that  we  are  not 
getting  what  we  are  paying  for.  I believe, 
equally,  that  much  of  the  apprehension,  anxiety, 
and  suspicion  now  prevalent  — for  better  or 
worse  — with  respect  to  those  responsible  for 
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health  care  would  disappear  if  professional 
standards  review  organizations  were  established 
and  functioned  effectively.  It  seems  to  me  that 
the  American  people  are  entitled  to  know  that 
American  medicine  shares  their  concern  — and 
more  importantly  — proposes  to  do  something 
substantial  about  it  through  means  of  profes- 
sional standards  review  organizations  . . . 

“I  believe  that  physicians,  properly  organized 
and  with  a proper  mandate,  are  capable  of  con- 
ducting an  ongoing  effective  review  program 
which  would  eliminate  much  of  the  present 
criticism  of  the  profession  and  help  enhance 
their  stature  as  honorable  men  in  an  honorable 
vocation  willing  to  undertake  necessary  and 
broad  responsibility  for  overseeing  professional 
functions.  If  medicine  accepts  this  role  and  ful- 
fills its  responsibility,  then  the  Government 
would  not  need  to  devote  its  energies  and  re- 
sources to  this  area  of  concern.  Make  no  mis- 
take; the  direction  of  House-passed  social  secur- 
ity bill  is  toward  more  — not  less  — review  of 
the  need  for  and  quality  of  health  care.  I believe 
(Continued  on  Page  54) 


South  Dakota  Tuberculosis  and  Respiratory  Disease 
Association  Annual  Meeting 

Cataract  Motor  Inn 
Sioux  Falls,  South  Dakota 
Monday,  October  19,  1970 


8:00  A.M. 
9:00  A.M. 
10:00  A.M. 

12:15  P.M. 
1:45  P.M. 
2:45  P.M. 


Registration  Begins 
Annual  Business  Meeting 
General  Session  — “AIR  POLLUTION- 
DON’T  LEAVE  IT  TO  THE  EXPERTS” 
Marvin  Whealy  Memorial  Luncheon 
General  Session— “TEN  YEARS  OF  TB” 
General  Session— "THE  RESPIRATORY 
CRIPPLE  — HIS  FUTURE?” 


4:15  P.M.  Adjournment 

A special  Medical  Session  will  be  held  at  the 
Cataract  Motor  Inn  on  Monday,  October  19th  begin- 
ning at  10:45  a.m.  and  ending  at  12:00  noon.  Irving 
Kass,  M.D.  will  be  the  featured  speaker.  His  topic 
will  be  “Chest  Update  — 1970.” 

Featured  Speakers  on  the  Program  are:  Mr.  George 
Moffett,  National  Air  Pollution  Control  Administra- 
tion, Rockville,  Maryland;  John  Lowe,  M.D.,  South 
Dakota  Department  of  Health,  Tuberculosis  Con- 
sultant, Pierre,  South  Dakota;  and,  Irving  Kass,  M.D., 
University  of  Nebraska,  Professor,  Department  of 
Internal  Medicine,  Head,  Regional  Chest  Center, 
Omaha,  Nebraska. 


THE  AMERICAN  CANCER  SOCIETY 

SOUTH  DAKOTA  DIVISION,  INC. 

PRESENTS 

“lung  cancer: 
early  diagnosis 
and  management” 


A Professional  Educational  Film 


This  film  is  one  of  a new  series  produced  by 
the  A.C.S.  on  the  early  diagnosis  and  treatment 
of  cancer  for  physicians.  Plan  now  to  use  this 
short,  authoritative  film  in  one  of  your  upcom- 
ing meetings. 

A.C.S.  professional  educational  films  are  avail- 
able for  professional  audiences  on  a loan  basis 
and  without  charge. 


AVAILABLE:  Well  established  General 
Practice  for  one  or  two  men.  Present  phys- 
ician is  returning  to  graduate  school.  New, 
well  equipped  clinic  located  in  a prosper- 
ous, progressive  community  of  1200,  28 
miles  from  Downtown  Minneapolis.  Four 
hospitals  in  immediate  vicinity.  Any  terms 
available.  Contact  R.  E.  Simms,  Security 
State  Bank  of  St.  Michael,  St.  Michael, 
Minnesota.  Telephone  612-673-2131. 


To  obtain  for  viewing:  Call  or  write 

AMERICAN  CANCER  SOCIETY 

700  S.  4th  Ave. 

SIOUX  FALLS,  S.  DAK. 

57104 

Tele.  338-3951 
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(Continued  from  Page  53) 

my  amendment  would  provide  the  necessary 
means  by  which  organized  medicine  could  as- 
sume responsibility  for  that  review.” 

Bennett  said  that,  under  his  amendment,  re- 
view groups  would  have  responsibility  for  re- 
viewing “the  totality  of  care  provided  patients 
— including  all  institutional  care.”  That  respon- 
sibility he  said,  would  be  lodged,  “wherever 
possible  and  wherever  feasible,”  at  the  local 
community  level.  He  said: 

“Local  emphasis  is  necessary  because  the 
practice  of  medicine  may  vary,  within  reason- 
able limits,  from  area  to  area,  and  local  review 
assures  greater  familiarity  with  the  physicians 
involved  and  ready  access  to  necessary  data. 
Priority  should  be  given  to  arrangements  with 
local  medical  societies  — of  suitable  size  — 
which  are  willing  and  capable  of  undertaking 
comprehensive  professional  standards  review  . . . 

“Under  the  amendment,  the  Secretary  (of 
Health,  Education  and  Welfare)  could  use  state 
or  local  health  departments  or  employ  other 
suitable  means  of  undertaking  professional 
standards  review  only  where  the  medical  so- 
cieties were  unwilling  or  unable  to  do  the  neces- 
sary work,  or  where  their  efforts  were  only  pro 
forma  or  token.  Let  me  emphasize  as  strongly 
as  possible  that  the  thrust  of  this  proposal  is  to 
have  physicians,  as  a group,  evaluate  physicians 
and  the  services  they  provide  and  order  as  in- 
dividuals.” 

Bennett  said  that  the  review  committees 
should  determine  that  only  medically  necessary 
services  are  provided  by  physicians,  hospitals, 
nursing  homes  and  pharmacies,  and  that  these 
services  meet  proper  professional  standards. 

Disciplinary  measures,  he  said,  would  be  in 
proportion  to  the  offense  and  could  include:  1) 
monetary  penalties,  2)  suspension  from  federal 
programs,  3)  exclusion  from  federal  programs, 
4)  civil  or  criminal  prosecution,  and  5)  steps 
leading  to  the  suspension  or  revocation  of  pro- 
fessional licensure. 

Concerning  the  peer  review  part  of  his  bill  — 
H.R.  18567,  “Health  Insurance  Assistance  Act  of 
1970”  — Fulton  said: 

“The  appropriate  medical  societies  would  be 
charged  with  establishing  a peer  review 
mechanism  that  would,  among  other  things,  re- 
view individual  charges  and  services,  wherever 
performed;  review  hospital  and  skilled  nursing 
home  admissions;  review  the  length  of  stays  in 
hospitals  and  skilled  nursing  homes;  and  review 
the  need  for  professional  services  provided  in  the 
institution. 


“The  process  of  ongoing  review  can  have 
nothing  but  a salutary  effect  on  the  providers 
of  services,  thereby  cutting  down  on  the  occas- 
ional or  unintentional  abuses  that  would  other- 
wise occur. 

“Patterns  of  abuse  would  be  detected,  and  the 
abusers  either  suspended  from  or  excluded  from 
the  program.  Exclusion  could  follow  action  by 
the  Secretary  of  Health,  Education  and  Welfare 
upon  the  recommendation  of  the  peer  review 
committee. 

“In  the  case  of  fraud,  or  other  clear  inten- 
tional misconduct,  the  peer  review  committee 
would  be  expected  to  bring  charges  before  the 
appropriate  licensing  body. 

“And  in  the  event  that  a peer  review  com- 
mittee was  not  established  by  the  medical  so- 
ciety within  a reasonable  time,  or  if  established 
was  not  functioning,  the  Secretary  of  HEW,  in 
consultation  with  the  medical  society,  would  be 
empowered  to  appoint  a peer  review  commit- 
tee that  would  function.” 

The  Fulton-Broyhill  bill  would  provide  that 
an  individual  having  a tax  liability  of  $300  or 
less  in  a base  year  be  entitled  to  a certificate 
acceptable  by  carriers  for  health  care  insurance 
for  himself  and  his  dependents.  Insurance  pur- 
chased with  such  a full-pay  certificate  would  re- 
quire no  beneficiary  participation  in  health  care 
charges.  Federal  contribution  to  insurance  pur- 
chased by  individuals  under  this  part  of  the 
program  would  be  scaled  in  favor  of  low-income 
taxpayers  — from  98%  if  the  taxpayer’s  base 
year  income  tax  is  between  $301  and  $325,  to 
10%  when  his  tax  liability  exceeds  $1,300.  Basic 
benefits  in  a 12-month  policy  period  would  in- 
clude 60  days  of  inpatient  hospital  care.  To  en- 
courage utilization  of  less  expensive  facilities, 
two  days  in  an  extended  care  facility  would 
count  as  one  day  of  the  60  days  allowed.  Other 
basic  benefits  would  include  emergency  and 
outpatient  services,  and  all  medical  services 
provided  by  a doctor  of  medicine  or  osteopathy. 

A supplemental  coverage  could  provide,  in 
addition,  one  or  more  of  the  following:  prescrip- 
tion drugs  not  otherwise  covered,  additional  days 
of  inpatient  and  extended  care  services,  blood 
in  excess  of  three  pints,  personal  health  services 
when  furnished  on  written  direction  of  a phys- 
ician, diagnostic  and  therapeutic  services,  and 
catastrophic  coverage  of  all  hospital  and  medical 
costs,  up  to  $25,000,  after  the  first  $300  of  in- 
curred expenses  borne  by  the  beneficiary. 

He  H<  H* 

The  Federal  Communications  Commission  ap- 
proved an  application  for  local  medical  societies 
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to  operate  special  emergency  radio  services  for 
their  members. 

The  FCC  said  that  such  hookups  could  carry 
only  messages  relating  to  the  safety  of  life  or 
urgent  medical  duties  of  users.  Such  emer- 
gency radio  service  must  be  cooperative,  with 
members  assessed  pro  rata  shares  for  cost  of 
operation,  the  FCC  said. 

Previously,  individual  physicians  have  been 
allowed  to  use  emergency  radio  frequencies  and 
to  form  groups  of  physicians  for  such  hookups, 
but  societies  representing  all  physicians  in  an 
area  have  been  restricted  by  FCC  regulations. 

The  FCC  said  in  its  ruling: 

“There  is  merit  in  the  plan  to  use  these  sta- 
tions on  a coordinated  basis  with  telephone  an- 
swering services  now  operated  by  medical  so- 
cieties and  to  dispatch  messages  from  central 
points  where  society  records  are  readily  avail- 
able to  assist  in  locating  a physician  when  called 
. . . The  proposal  gives  promise  of  fostering  the 
opportunities  for  service  in  remote,  rural  re- 
gions . . . (and)  would  permit  the  establishment 
of  parallel  systems  for  emergency  communica- 
tions which  would  be  in  existence  and  available 
for  use  in  times  of  national  crises.” 

Medical  societies  that  petitioned  the  FCC  in- 
cluded Academy  of  Medicine  of  Cleveland  and 
Cuyahoga  County,  Fayette  County,  Fresno 
County,  King  County,  Los  Angeles,  Maricopa 
County,  Montgomery  County,  Oklahoma 
County,  San  Joaquin,  Milwaukee  County,  Sacra- 
mento County,  and  Travis  County.  They  were 
joined  by  the  American  Medical  Association. 


STUDENTS  CITE  REASONS  FOR  STUDYING 
MEDICINE,  DENTISTRY 

Most  medical  students  listed  their  family 
physicians  as  the  influential  factor  in  their  de- 
cision to  study  medicine,  according  to  a survey 
concluded  at  the  University  of  Connecticut. 
Dental  students,  on  the  other  hand,  most  often 
named  their  fathers.  The  students  covered  by 
the  survey  — 30  in  the  medical  and  17  in  the 
dental  school  — just  completed  their  second 
year  of  training.  They  indicated  that  an  ideal 
job  should  provide  opportunities  to  use  their 
special  aptitudes,  to  work  with  people,  and  to  be 
helpful  to  others.  Little  value  was  accorded  to 
a large  income,  social  status  and  prestige,  and 
a chance  to  exercise  leadership.  Both  gave  least 
value  to  “a  good  business  sense.” 


ANNOUNCEMENT 

A cordial  invitation  is  extended  to  all  in- 
terested physicians  to  attend  sessions  of  the 
South  Dakota  Regional  Meeting  of  the  Amer- 
ican College  of  Physicians  in  association  with 
the  Annual  Meeting  of  the  South  Dakota  So- 
ciety of  Internal  Medicine  to  be  held  on  Friday 
and  Saturday,  October  2-3,  1970,  at  the  Ramada 
Inn,  Sioux  Falls,  S.  Dak. 

There  will  be  no  registration  fee  for  either 
guests  or  members  with  registration  beginning 
at  8:30  A.M.  Friday.  Tickets  for  the  evening  so- 
cial hour  and  banquet  will  be  sold  at  the  time  of 
registration.  The  Program  is  as  follows: 

FRIDAY,  OCTOBER  2.  1970 
Ramada  Inn 
Sioux  Falls,  S.  Dak. 

MORNING  SESSION 

A.M. 

8:30  Registration 

9:00  South  Dakota  Society  of  Internal  Medicine 
Annual  Meeting 

Presiding:  H.  Streeter  Shining,  M.D.  Presi- 
dent SDSIM,  Rapid  City,  S.  D. 
Guest:  Blaine  Z.  Hibbard,  Trustee  ASIM, 

Kansas  City,  Mo. 

12:00  Luncheon 

AFTERNOON  SESSION 
Presiding 

E.  W.  SANDERSON,  M.D.,  FACP 
Sioux  Falls 

P.M. 

1:00  Welcome  and  Announcements 

GORDON  S.  PAULSON,  M.D.,  F.A.C.P.  Gov- 
ernor for  South  Dakota,  Rapid  City 
1:15  Diabetes  Insipidus;  Theoretical  and  Practical 
Aspects 

ROBERT  K.  JOHNSON,  M.D.  (Associate), 
Rapid  City 

1:45  An  Experimental-Clinical  Study  of  Non- 
Venomous  Snake  Bites 
HENRY  M.  PARRISH,  M.D.,  FACP,  Vermil- 
lion 

2:15  Hepatic  Coma  Treated  with  Exchange  Trans- 
fusion: Case  Report 

WILLIAM  O.  ROSSING,  M.D.  (Associate) 
Sioux  Falls 
2:45  Melioidosis 

JAMES  R.  FELKER,  M.D.  Sioux  Falls 
3:15  Introduction  of  Distinguished  Guests 

JOHN  A.  LAYNE,  F.A.C.P.  REGENT,  ACP 
3:30  Coffee  Intermission 

4:00  Gastrointestinal  Hemorrhage  in  Pancreatic 
Disease 

LYNN  I.  DeMARCO,  M.D.  Sioux  Falls 
4:30  Cryptococcal  Meningitis:  A Case  Report 
RICHARD  PORTER,  M.D.  Yankton 
5:00  C.P.C. 

Presented  by  JOHN  F.  BARLOW,  M.D.,  FACP 
Sioux  Falls 

Discussed  by  MICHAEL  R.  FERRELL,  M.D. 
Sioux  Falls 

EVENING  PROGRAM 

P.M. 

7:00  Social  Hour,  Ramada  Inn 
8:00  Banquet 

Presiding:  H.  Streeter  Shining,  M.D. 

Rapid  City 
President,  S.D.S.I.M. 

Guest  Speaker:  JOHN  A.  LAYNE,  F.A.C.P. 

Regent,  American  College  of 
Physicians 
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What  is  worth  doing 


In  1936  A.  E.  Smith,  professional  at 
Woolcombe,  England,  recorded  the  lowest 
golf  score  for  an  18  hole  course.  He  shot  a 
55  and  was  15  under  par.  The  course  at 
Woolcombe,  which  measured  4,248  yards, 
was  covered  in  4,  2,  3,  4,  2,  4,  3,  4,  3 out 
and  2,  3,  3,  3,  3,  2,  5,  4,  1 in. 
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sure; discontinue  treatment  if  skin  discomfort 
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ness, consider  longer  dosage  intervals.  Persons 


on  full  dosage  should  not  operate  vehicles. 
Nonsusceptible  organisms  may  overgrow;  treat 
superinfection  appropriately.  Treat  beta- 
hemolytic  streptococcal  infections  at  least  10 
days  to  help  prevent  rheumatic  fever  or  acute 
glomerulonephritis.  Tetracycline  may  form  a 
stable  calcium  complex  in  bone-forming  tissue 
and  may  cause  dental  staining  during  tooth 
development  (last  half  of  pregnancy,  neonatal 
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Blood— anemia,  thrombocytopenic  purpura, 
neutropenia,  eosinophilia.  Liver— cholestasis  at 
high  dosage. 

Upon  adverse  reaction,  stop  medication  and 
treat  appropriately. 
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ULTRASTRUCTURE  OF  HUMAN  BLOOD 
LEUCOCYTES* 

BY 

Kuen-Shan  Hung,  Ph.D.  and  Earl  B.  Scot!,  Ph.D. 
Department  of  Anatomy 
School  of  Medicine 
The  University  of  South  Dakota 
Vermillion,  South  Dakota 


Human  blood  leucocytes  have  been  a subject 
of  extensive  electron  microscopic  studies  which 
defined  the  characteristic  cytoplasmic  organiza- 
tion of  each  cell  type  2-  3-  4-  5).  The  most  in- 
teresting observations  were  related  to  the  con- 
sistency of  the  substructure  of  the  cytoplasmic 
granules  in  granulocytes.  This  paper  will  des- 
cribe briefly  the  technique  employed  for  the 
preparation  of  human  blood  leucocytes  for  elec- 
tron microscopic  study  and  give  a brief  review 
of  ultrastructure  of  these  cells. 

With  some  modifications,  the  blood  was  col- 
lected and  processed  according  to  procedures 
described  by  Anderson6  and  Watanabe  et  al.5 
Blood  samples  were  donated  by  one  normal 
adult  female  and  three  normal  adult  males.  Ap- 
proximately 5 ml  of  blood  was  withdrawn  into 
a heparinized  centrifuge  tube  and  centrifuged 
at  approximately  4000  rpm  for  15  minutes  in  a 
clinical  centrifuge.  The  plasma  which  collected 
above  the  buffy  coat  was  carefully  withdrawn 
with  a pipette  and  discarded.  Cold  2.5%  glu- 
taraldehyde  fixative  in  phosphate  buffer7  was 

* Supported  in  part  by  The  Ralph  W.  Parsons  Med- 
ical Research  Fund,  and  a General  Research  Sup- 
port Grant  from  the  School  of  Medicine,  The  Uni- 
versity of  South  Dakota. 


added  slowly  down  the  wall  of  the  centrifuge 
tube  without  disturbing  the  buffy  coat.  After 
twenty  minutes  of  initial  fixation  at  4°C,  the 
fixed  buffy  coat  was  removed,  minced  into  small 
pieces,  and  fixed  again  in  a similar  cold  2.5% 
glutaraldehyde  solution  for  an  additional  one 
hour.  The  pieces  were  post-fixed  in  cold  1.33% 
osmium  tetroxide  in  s-collidine  buffer8  for  one 
hour,  dehydrated  in  alcohols,  and  then  em- 
bedded in  an  epoxy,  either  Epon  or  Araldite.9 
Ultrathin  sections  (approximately  75  millimi- 
crons thick)  were  cut  and  stained  with  uranyl 
acetate10  and  lead  citrate.11  Sections  were  ex- 
amined with  an  RCA  EMU  3G  electron  micro- 
scope. 

Neulrophilic  Leucocyte  (Figs.  1,  2,  3).  The 

nucleus  of  this  cell  is  lobulated  and  glycogen 
granules  are  scattered  throughout  the  cyto- 
plasm (Fig.  1).  The  short  rough-surfaced  en- 
doplasmic reticulum  (Fig.  2)  and  mitochondria 
(Fig.  1)  appear  randomly  in  the  cytoplasm;  and 
phagocytized  material  is  occasionally  present  in 
the  cytoplasm  (Fig.  3).  The  Golgi  apparatus  and 
centriole  are  sometimes  seen  (Fig.  2).  Mem- 
brane-bounded granules  comprise  the  most 
prominent  structure  in  the  cytoplasm.  Based  on 


Figure  1. 

A neutrophilic  leucocyte.  In  this  cell,  the  lobulated  nucleus  (N)  is  sectioned  at  three  points.  Specific  granules 
(Gs)  are  indicated  and  glycogen  (double  arrow)  appears  as  very  small,  dense  granules  throughout  the  cyto- 
plasm. Small  mitochondria  (M)  are  seen.  X 24,000. 

Figure  2. 

A portion  of  a neutrophilic  leucocyte  showing  a centriole  (C),  Golgi  vesicles  (Go),  and  endoplasmic  reticulum 
(E).  X 24,000. 

Figure  3. 

A portion  of  a neutrophilic  leucocyte  showing  large,  dense,  non-specific  (azurophilic)  granules  (Gn),  specific 
granules  (Gs),  and  phagocytized  material  (P).  X 24,000. 
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Figure  4. 

An  eosinophilic  leucocyte.  The  lobulated  nucleus  (N)  is  sectioned  at  two  points.  A clump  of  glycogen  granules 
is  indicated  (small  arrow),  and  lipid  droplets  (L)  can  be  seen  in  the  cytoplasm.  The  specific  granules  are  prom- 
inent, each  containing  a crystalloid  (large  arrows)  of  variable  form.  X 22,000. 


Figure  5. 

Higher  magnification  of  a portion  of  a specific  granule  crystalloid  of  an  eosinophilic  leucocyte  of  a dog. 
Alternating  dark  and  light  banding  in  this  body  is  similar  to  that  observed  in  human  eosinophils.  Arrows  in- 
dicate the  membrane  surrounding  this  granule.  X 187,000. 
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Figure  6. 

A basophilic  leucocyte.  The  lobes  of  the  nucleus  (N)  are  indicated,  and  specific  granules  of  varying  densities 
(G)  are  shown.  The  difference  in  densities  of  these  granules  is  probably  due  to  their  solubility  in  water  during 
processing  of  the  tissue  for  electron  microscopy.  Note  the  very  definite  membrane  (arrow)  which  encloses  the 
granules.  Very  fine,  dense  granules  seen  throughout  the  cytoplasm  are  glycogen.  Some  mitochondria  (M)  are 
seen.  X 25,000. 

The  inset  (indicated  at  the  top  of  the  large  micrograph)  is  a higher  magnification  of  two  specific  granules 
showing  that  the  internal  structure  is  composed  of  compacted  dense  particles.  X 104,000. 
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the  size  and  development  of  the  granules,  at 
least  two  types  are  found,  namely,  specific  and 
nonspecific.1 2 The  majority  of  the  granules  are 
of  the  specific  type  appearing  as  small  (less  than 
290  millimicrons  in  diameter),  round,  oval  or 
elongate  forms  (Fig.  1).  The  nonspecific  granules, 
which  appear  azurophilic  under  light  micro- 
scopy, are  larger  (approximately  710  milli- 
microns in  diameter)  and  of  high  electron  density 
(Fig.  3).  In  a study  of  the  origin  of  cytoplasmic 
granules,12  the  specific  ones  were  shown  to  orig- 
inate at  the  myelocyte  stage,  and  to  arise  from 
the  convex  face  of  the  Golgi  complex;  while  the 
nonspecific  granules  were  shown  to  form  at  the 
promyelocyte  stage,  and  to  arise  from  the  con- 
cave face  of  the  Golgi  complex.  These  granules 
have  been  shown  to  contain  hydrolytic  enzymes 
and  are  considered  as  lysosomes.13 

Eosinophilic  Leucocyte  (Fig.  4).  The  nucleus 
of  this  cell  is  lobulated  and  glycogen  granules 
are  only  occasionally  present  in  the  cytoplasm. 
Each  specific  granule  (eosinophilic  in  light 
microscopy)  is  round  or  oval  with  a maximum 
diameter  of  approximately  740  millimicrons 
and  is  enclosed  by  a single  membrane.  One 
characteristic  feature  of  these  granules  is  the 
presence  of  an  internal  material  organized  into 
a crystalloid  of  variable  form  which  frequently 
appears  as  an  elongated  bar;  at  other  times  it  is 
branching  or  irregular  (Fig.  4).  With  high  mag- 
nification, the  crystalloid  is  seen  to  consist  of 
dark  and  light  repeating  bands14  (Fig.  5).  Since 
the  isolated  granules  of  the  eosinophil  contain 
hydrolytic  enzymes,15  they  are  considered  to  be 
a special  type  of  lysosome.  Cytochemical  and 
electron  microscopic  examinations  have  shown 
that  both  the  rough-surfaced  endoplasmic  reti- 
culum and  the  Golgi  apparatus  of  immature 
eosinophil  participate  in  the  formation,  segre- 
gation and  enclosure  of  hydrolytic  enzymes  by 
membranes.1 6 

Basophilic  Leucocyte  (Fig.  6).  The  nucleus  of 
this  granulocyte  is  irregular,  elongated  and  con- 


stricted. The  cytoplasm  contains  an  endoplasmic 
reticulum,  mitochondria  and  Golgi  complex 
similar  in  form  and  distribution  to  those  of  the 
neutrophil.  The  specific  granules,  having  a max- 
imum diameter  of  about  710  millimicrons,  are 
membrane-bounded  and  exhibit  considerable 
variation  in  density  (Fig.  6)  due  to  the  fact  that 
their  content  is  soluble  in  water  and  is  partly 
dissolved  during  section  preparation.  The  most 
dense  specific  granules  are  composed  of  com- 
pacted, round,  dense  bodies  of  uniform  size, 
measuring  about  14  millimicrons  in  diameter, 
having  no  crystalloid  organization.  (Fig.  6).  Very 
little  work  has  been  done  concerning  the  chem- 
ical nature  and  origin  of  basophilic  specific  gran- 
ules but  it  has  been  shown  that  they  originate 
from  dense  materials  in  the  Golgi  elements  of 
immature  basophils.17 

Monocyte  (Figs.  7,  8).  Differentiation  and 
identification  of  this  cell  by  electron  microscopy 
from  intermediate  young  forms  of  lymphocytes 
offer  the  same  difficulties  as  in  light  micro- 
scopy, since  the  ultrastructure  of  the  two  cell 
types  are  somewhat  similar.  Watanabe  et  al.5 
have  described  the  differentiation  of  the  mono- 
cyte on  the  basis  of  the  arrangement  of  the 
Golgi  complex,  but  such  a criterion  lacks  ob- 
jectivity. The  nucleus  of  this  cell  appears  in- 
dented or  horse-shoe  shaped.  Some  small,  non- 
specific granules  are  distributed  in  the  cyto- 
plasm. (Fig.  7).  A small  number  of  ribosomes 
are  attached  to  the  membrane  of  endoplasmic 
reticulum  but  most  are  free  in  the  cytoplasm. 
The  mitochondria  are  large  and  the  Golgi  ap- 
paratus is  usually  well  developed  (Figs.  7,  8). 

Lymphocyte  (Figs.  9,  10,  11).  Mature  lym- 
phocytes are  easily  identified.  The  centrally 
located  nucleus  of  these  cells  is  usually  round, 
or  oval  and  usually  has  slight  indentations  (Fig. 
9).  The  nucleolus  is  prominent,  as  in  light  micro- 
scope sections  (but  not  in  air-dried  smears);  the 
amount  of  cytoplasm  is  small.  Evenly  dis- 
tributed free  ribosomes  are  apparent  in  the  cyto- 


Figure  7. 

A monocyte.  This  cell  illustrates  the  typically  indented  nucleus  (N);  a large  mitochondrion  (M);  and  non- 
specific (azurophilic)  granules  (arrow).  The  fine,  dense  particles  throughout  the  cytoplasm  are  free  ribosomes. 
X 20,500. 

Figure  8. 

A portion  of  a monocyte  in  which  the  Golgi  complex  (Go)  is  well-formed.  A portion  of  the  nucleus  (N)  and 
some  mitochondria  (M)  are  also  seen.  X 24,000. 

Figure  9. 

A lymphocyte.  The  nucleus  (N)  occupies  a large  portion  of  this  cell.  A few  scattered  mitochondria  (M),  endo- 
plasmic reticulum  (E),  and  innumerable  dense  ribosomes  are  present  in  the  cytoplasm.  X 23,500. 

Figure  10. 

A portion  of  a lymphocyte  to  demonstrate  non-specific  (azurophilic)  granules  (arrows).  A portion  of  the 
nucleus  (N)  and  some  mitochondria  (M)  are  seen.  X 24,000. 

Figure  11. 

A portion  of  a lymphocyte  in  which  a Golgi  apparatus  (Go),  a centriole  (C),  and  a small  anfount  of  endo- 
plasmic reticulum  (E)  are  illustrated.  A portion  of  the  nucleus  (N),  and  a mitochondrion  (M)  are  so  labeled. 
X 26,500. 
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plasm,  which  also  contains  a few  mitochondria 
and  a limited  amount  of  rough-surfaced  endo- 
plasmic reticulum.  Small  granules,  known  as 
azurophilic  granules  to  the  light  microscopist, 
are  also  present  (Fig.  10)  and  both  a Golgi 
apparatus  and  centriole  are  frequently  observed 
(Fig.  11). 
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News  Notes  • Changes  • Births  • News 


The  Brown  County  Health 
Department  has  opened  an 
Aberdeen  area  family  plan- 
ning clinic,  free  of  charge,  to 
all  women  of  legal  age.  Med- 
ical staff  at  the  clinic  include 
Carson  Murdy,  M.D.,  Karl 
Kosse,  M.D.,  J.  C.  Rodine,  M.D. 
and  W.  R.  Taylor,  M.D. 

^ ^ ^ 

Sterling  M.  Doubrava,  M.D., 

Yankton,  addressed  the  grad- 
uating class  of  the  Sacred 
Heart  Hospital  Schools  of 
Anesthesiology,  Radiologic 
Technology,  Medical  Tech- 
nology, Histologic  Tech- 
nique and  Inhalation  Therapy. 
Diplomas  were  presented  by 
Max  Reade,  M.D.,  Yankton. 

Homestake  Hospital  an- 
nounced that  J.  W.  Bertheau, 
M.D.,  Linton,  North  Dakota, 
has  joined  their  medical  staff. 
Dr.  Bertheau  received  his 
M.D.  degree  from  the  Univer- 
sity of  Pennsylvania  Medical 
School  in  1965. 

❖ ^ 

Richard  Gunnarson,  M.D., 

has  opened  an  office  in  Rapid 


City  for  the  treatment  of  dis- 
eases of  the  ear,  nose  and 
throat.  Dr.  Gunnarson,  form- 
erly of  Sisseton,  attended  the 
University  of  South  Dakota 
Medical  School,  received  his 
M.D.  degree  from  the  Univer- 
sity of  Wisconsin  Medical 
School  and  interned  at  Sioux 
Valley  Hospital  in  Sioux  Falls. 
He  received  his  specialty 
training  at  various  Min- 
neapolis hospitals. 
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CONTRIBUTION 
TO  THE 

SOUTH  DAKOTA 
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ENDOWMENT 
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Doctors  E.  J.  Moore  and 
K.  A.  Muckala  have  an- 
nounced the  association  of 
Harcld  J.  Fletcher,  M.D.  in 

the  group  practice  of  family 
medicine  in  Vermillion.  Dr. 
Fletcher  formerly  practiced  in 
Brandon,  South  Dakota  and 
will  be  replaced  by  Arthur  A. 
Lampert,  M.D.  who  will  open 
the  Brandon  Branch  of  the 
Donahoe  Clinic.  Dr.  Lampert 
formerly  was  with  the 
Donahoe  Clinic  in  Lennox. 


Final  examinations  for  an 
advanced  emergency  medical 
program  at  the  University  of 
South  Dakota  Medical  School 
were  given  by  Gerald  Tuohy, 
M.D.,  medical  director  for  the 
program,  and  George  Halter, 
program  coordinator.  The  pur- 
pose of  the  course  is  to  provide 
extensive  training  primarily 
for  ambulance  drivers,  al- 
though some  police  officers, 
highway  patrolmen  and  fire- 
men will  also  take  the  course. 
The  program  is  being  offered 
as  the  result  of  a contract  be- 
tween the  Medical  School  and 
the  State  Health  Department. 
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BREAKUP -symbol  of  the  impact  of  emotional  stress 
But  when  the  stress  exceeds  transient  rage  or 
depression  - and  settles  into  a chronic  mixed  anxiety 
depression  state  - combined  tranquilizer- 
antidepressant  therapy  could  be  indicated. 
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A LOOK  AT  SEMINAL  FLUID  ANALYSIS 

John  H.  Hoskins,  M.D. 

John  F.  Barlow,  M.D. 


In  evaluation  of  male  infertility,  the  seminal 
fluid  analysis  has  always  been  of  prime  import- 
ance. During  the  past  few  years  increased 
knowledge  in  the  area  of  male  infertility  has, 
if  anything,  broadened  the  information  which 
can  be  obtained  from  this  examination. 

The  collection  of  the  specimen  should  be  done 
in  a standard  way  so  that  subsequent  analyses 
can  be  used  for  comparison  and  evaluation  of 
therapy.  The  best  method  at  this  time  is  collec- 
tion of  the  specimen  into  a clean  wide  mouth  jar 
by  masturbation  in  the  doctor’s  office.  This 
allows  collection  of  a fresh  clean  specimen.  In 
clinical  experience,  the  patient  is  usually  able  to 
provide  such  a specimen  with  little  difficulty. 

Other  less  desirable  methods  include  collec- 
tion of  a specimen  in  some  type  of  container  at 
home  by  masturbation,  coitus  interruptus,  or  by 
use  of  a perforated  condom.  Improper  collection 
often  results  in  gross  distortions  in  seminal 
analysis,  unnecessary  expense  for  the  patient, 
and  considerable  time  expenditure  for  the  phys- 
ician. If  for  reasons  of  religion  or  inhibition,  the 
preferred  collection  technique  is  not  possible, 
the  patient  may  be  given  a Milex  seminal  pouch, 
which  is  a plastic  sheath  without  the  sperm  im- 
mobilizing properties  of  a regular  condom.  The 
patient  can  place  the  plastic  sheath  in  a glass 
bottle  after  he  has  collected  the  specimen  and 
then  return  it  to  the  examiner. 

Liquefaction:  Semen  is  ejaculated  in  a liquid 
form,  but  immediately  becomes  a jell  or 
coagulum.  The  specimen  will  then  liquefy  at 
room  temperature.  This  usually  requires  5 to  20 
minutes.  The  process  of  coagulation  is  probably 
enzymatic.  A protein-like  material  secreted  by 


the  seminal  vesicles  is  believed  to  serve  as  a 
substrate  for  the  jell  formation.  The  liquefaction 
of  the  human  semen  is  also  an  enzymatic  pro- 
cess catalyzed  by  the  proteolytic  enzyme,  fi- 
brinolysin,  present  in  the  prostatic  secretions. 
Occasionally  a specimen  will  not  liquefy  over  a 
period  of  time,  and  then  evaluation  other  than 
volume  and  pH  cannot  be  performed.  Repeat 
semen  examinations  are  indicated,  since  the  con- 
dition can  be  transient.  If  the  specimen  does  not 
coagulate,  it  may  indicate  the  congenital  ab- 
sence of  the  seminal  vesicle.  Absence  of  fructose 
in  seminal  fluid  can  also  be  indicative  of  lack  of 
fluid  from  the  seminal  vesicle.  A simple  test  for 
the  presence  of  seminal  fructose  can  be  per- 
formed by  adding  V2  ml.  of  semen  to  5 ml.  of  a 
reagent  composed  of  resorcinol,  hydrochloric 
acid,  and  distilled  water  and  bringing  the  mix- 
ture to  boil.  In  the  presence  of  fructose  an 
orange-red  color  will  appear  within  60  seconds 
after  boiling.  If  fructose  is  absent,  the  solution 
will  remain  colorless. 

pH:  The  pH  of  seminal  fluid  is  usually  de- 
termined by  immersing  Nitrazine  paper  in  the 
specimen.  Normally  the  pH  will  vary  between 
7.0  and  8.0.  Usually  this  will  be  at  8.0.  The  pH 
of  the  seminal  fluid  has  never  been  found  to  be 
a factor  in  fertility.  Apparently,  the  test  has 
been  done  because  of  tradition  and  the  ease  of 
obtaining  this  value. 

Visccsily:  Viscosity  of  the  specimen  is  usually 
assessed  by  pouring  the  specimen  into  another 
collection  device.  It  should  flow  freely  and  be 
capable  of  being  poured  drop  by  drop.  Specimens 
with  increased  viscosity  cannot  be  poured  freely 
and  may  remain  as  a glob-like  mass.  Since 
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sperm  concentration  is  unequal  in  different 
portions  of  the  highly  viscous  seminal  specimen, 
accurate  sperm  counts  are  difficult  to  obtain. 
Some  authors  feel  that  the  high  viscosity  may 
result  in  poor  sperm  motility,  while  others  such 
as  D.  Y.  Tjioens  and  Oentoeng,  after  examining 
1,111  semen  samples,  found  no  correlation  be- 
tween viscosity  of  semen  and  percent  of  motile 
spermatozoa.  If  high  viscosity  is  found,  a split 
ejaculate  is  obtained.  The  first  portion  is  often 
found  to  be  the  portion  which  maintains  the 
high  viscosity.  A precoital  douche  with  Alevaire 
or  an  Alpha  Amylase  suppository  has  been  re- 
ported to  allow  for  a decrease  in  viscosity  and 
apparently  has  been  used  with  success  in  pro- 
moting pregnancy.  Moone  and  Bunge  made  ob- 
servations on  the  Amylase  content  of  human 
semen  and  could  define  no  role  for  the  Amylase. 
They  found  no  relationship  of  the  activity  of 
the  Amylase  and  the  number  of  sperm  or  lique- 
faction. 

Volume:  A volume  of  2 to  4 ml.  after  a period 
of  3 days  abstinence  is  generally  considered 
normal.  With  volumes  less  than  1 ml.  and  other- 
wise good  semen  quality,  the  low  volume  itself 
may  be  a factor  in  not  allowing  adequate  access 
of  the  sperm  to  the  cervical  mucosa.  The  possi- 
bility of  loss  of  volume  through  retrograde  ejacu- 
lation should  also  be  investigated  with  a post- 
ejaculatory  urinalysis  or  catheterization.  Any 
history  of  bladder  neck  surgery,  prostatic  sur- 
gery, sympathectomy,  diabetes  mellitus,  ab- 
dominal perineal  procedures,  spinal  cord  injury 
or  drugs  such  as  Ismelin  should  alert  the  phys- 
ician to  this  possibility.  High  seminal  fluid  vol- 
ume particularly  in  the  presence  of  low  sperm 
density  per  ml.  should  be  evaluated  by  a split 
ejaculation.  Under  those  circumstances  about 
89%  of  patients  will  have  a higher  concentra- 
tion in  the  first  half  of  the  ejaculate,  about  5% 
will  have  an  equal  distribution  of  sperm  concen- 
tration between  the  two  specimens,  and  about 
6%  will  have  a higher  concentration  in  the  sec- 
ond portion  of  their  ejaculate.  Since  the  problem 
is  primarily  one  of  volume  and  not  numbers  of 
sperm,  withdrawal  by  the  male  during  the 
climax  can  be  used  as  a successful  technique  in 
dealing  with  the  infertile  patient  with  a high 
semen  volume. 

Sperm  cell  couni:  The  sperm  cell  count  has 
been  considered  the  most  important  aspect  of  a 
semen  analysis.  In  fact,  many  doctors  still  use 
just  a sperm  count  as  a screening  test  in  eval- 
uating the  male  factor  in  infertility  problem. 
However,  the  sperm  count  is  only  one  aspect 
of  the  problem.  This  is  a little  like  the  elephant 


and  the  blind  man  who  can  describe  only  that 
portion  of  the  elephant  which  is  felt  at  the  time. 
Variations  of  20%  can  be  expected  between 
duplicate  determinations  by  the  same  technician. 
This  must  be  considered  part  of  the  inherent 
error  in  the  technique.  Also  accuracy  diminishes 
with  very  low  and  very  high  counts  or  with  an 
exceedingly  viscous  semen  specimen.  This  latter 
obstacle  can  sometimes  be  circumvented  by 
mixing  the  specimen  in  1 to  1 ratio  with  Ale- 
vaire. Minimal  normal  value  for  the  sperm  count 
has  changed  over  the  last  few  years  and  has  gen- 
erally progressed  downward.  Amelar  uses  a fig- 
ure of  about  40  million/mm  or  120  million  total 
per  ejaculate  provided  that  motility  and  mor- 
phology are  normal.  McCloud  considers  an  oli- 
gospermia as  represented  by  counts  under  20 
million/mm.  Numbers  of  sperm  are  important 
only  in  the  context  of  the  entire  semen  analysis, 
volume  of  ejaculate,  morphology,  and  motility 
of  the  semen. 

After  liquefaction  of  the  semen,  the  sperma- 
tozoa may  be  counted  in  a hemocytometer  cham- 
ber following  dilution  and  mixing  with  a suit- 
able dilution  fluid.  One  of  the  most  commonly 
used  diluting  fluids  contains  sodium  bicarbonate 
(5  grams),  neutral  formalin  (1  ml.)  and  distilled 
water  (100  cc.).  The  count  is  performed  as  fol- 
lows: 

1.  Mix  semen  sample  thoroughly  and  draw  an 
aliquot  to  the  0.5  mark  on  a white  cell 
pipette. 

2.  Dilute  to  the  11  mark  with  diluting  fluid. 

3.  Fill  the  hemocytometer  chamber  and  wait 
2 minutes  for  the  spermatozoa  to  settle. 

4.  The  spermatozoa  in  4 sq.  mm.  (four  large 
squares)  are  counted.  This  number  is  mul- 
tiplied by  50,000  to  give  the  spermatozoa 
count  per  milliliter. 

5.  The  count  is  usually  repeated  and  the  re- 
sults averaged. 

Morphology:  A great  deal  of  information  can 
be  obtained  by  wet  mount  microscopic  exam- 
ination of  the  semen.  Approximation  of  the  den- 
sity of  the  sperm  is  obtained  and  also  type  of 
motility  and  morphology  present.  Morphology 
includes  estimation  of  % of  abnormal  forms  as 
well  as  noting  microscopic  evidence  of  blood  or 
purulent  material.  Agglutination  should  also  be 
noted.  It  is  important  to  remember  in  doing  the 
motility  test  to  warm  the  slide  to  approximately 
body  temperature  and  seal  with  petrolatum  to 
prevent  drying.  The  presence  of  pus  cells  may 
herald  an  infection  in  the  urinary  tract.  If  sperm 
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agglutination  is  observed,  the  prostate  should  be 
checked  for  infection,  particularly  E.  coli.  Clear- 
ing of  this  infection  will  often  relieve  the  prob- 
lem of  sperm  agglutination.  Also  sperm  agglu- 
tination may  be  present  due  to  a poor  anti- 
agglutination activity,  which  is  believed  to  be 
related  to  Vitamin  C (ascorbic  acid).  250  mgs.  of 
ascorbic  acid  three  times  daily  can  occasionally 
correct  this  condition.  Sperm  agglutination  has 
not  been  found  to  be  a factor  statistically  in  mis- 
carriage, ectopic  pregnancy,  or  stillbirth. 

Morphology  of  spermatozoa  can  be  observed 
by  smearing  and  staining  the  cells  on  a slide. 
The  most  useful  method  is  the  Papanicolaou 
smear  stain.  Other  methods  are  used.  There  is  a 
great  variation  in  sperm  morphology  and  every 
sperm  sample  contains  at  least  10%  abnormal 
sperm  heads.  A normal  fertile  specimen  will 
have  70%  of  the  sperm  of  a normal  or  oval  ap- 
pearance. There  is  no  correlation  between  poor 
sperm  morphology  and  accidents  of  pregnancies. 
As  many  as  60  different  morphologic  types  of 
mature  spermatozoa  have  been  described,  but  in 
general  6 major  types  will  classify  the  mature 
spermatozoa.  These  categories  are:  amorphous, 
duplicate,  tapering,  round  head,  giant  head  and 
pin  head. 


Figure  I. 


Normal  Amorphous  Duplicate  Tapering 
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This  picture  was  copied  from  Infertility  in  Men  by 
Richard  D.  Amelar,  M.D.,  F.  A.  Davis  Co.,  publisher, 
Philadelphia,  1966.  The  picture  shows  abnormal  mor- 
phologic forms  of  spermatozoa. 

A characteristic  morphologic  deviation  is 
found  in  the  presence  of  a varicocele.  This  is 
recognized  as  a tapering  form  with  a large  num- 
ber of  immature  cells  present.  This  has  been 
called  a stress  pattern  and  is  also  found  after 
serious  illness  or  after  antispermatogenic  agents 
have  been  used.  As  previously  mentioned,  it  is 
accompanied  by  poor  sperm  motility  and  does 
lend  itself  to  correction  with  surgical  ligation 
of  the  varicocele. 

Motility:  Motility  has  become  an  increasingly 
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important  factor  in  the  semen  analysis.  There 
are  a number  of  methods,  some  quite  compli- 
cated, for  estimating  sperm  motility.  A reason- 
ably accurate  technique  is  placing  one  drop  of 
undiluted  seminal  fluid  on  a glass  slide  and  cov- 
ering it  with  a glass  cover  slip.  The  examiner 
should  record  the  percentage  of  motile  sperma- 
tozoa and  the  type  of  activity  exhibited  by  the 
sperm  should  be  estimated  and  graded.  A Grade 
IV  motility  is  fairly  rapid  and  unidirectional, 
while  Grade  I is  relatively  stationary.  An  aver- 
age progressive  movement  would  be  a Grade  III. 
Another  factor  in  estimation  of  sperm  motility 
is  time.  Sperm  motility  should  be  determined 
at  two  hours  after  ejaculation.  The  percent  of 
sperm  still  showing  motility  should  be  at  least 
60%  at  two  hours.  Observing  sperm  motility 
for  a longer  period  of  time  is  of  little  clinical 
value,  since  sperm  are  removed  from  the  en- 
vironment of  the  seminal  fluid  as  they  pass  into 
the  cervical  canal  and  enter  a new  environment 
by  this  time.  A varicocele  of  significance  can  not 
only  produce  altered  morphology  but  a rather 
marked  depression  in  motility.  The  predominant 
therapeutic  effect  of  surgical  ligation  of  vari- 
cocele is  an  improvement  in  sperm  motility.  This 
has  been  extensively  evaluated  in  England  and 
in  this  country.  In  a larger  series  of  infertile 
couples,  pregnancy  rate  of  between  40  and  50% 
is  found  after  the  operative  procedure.  Poor 
sperm  motility  can  occasionally  be  found  in 
men  with  a normal  sperm  count  after  a long 
period  of  continence  like  10  days  or  more.  This 
is  probably  due  to  deterioration  of  the  stored 
cells  in  the  duct  system.  The  patient  should  be 
examined  again  after  a shorter  period  of  ab- 
stinence. Often  a remarkable  improvement  in 
motility  will  be  found.  Actually  the  very  old 
saw  of,  “2  times  a week  and  no  more,  in  a year 
104,”  seems  to  have  some  practical  application. 
It  requires  approximately  21  days  for  sperm 
cells  to  be  transported  through  the  epididymis 
to  the  ampulla  of  the  vas  where  they  are  ready 
for  ejaculation.  During  a tortuous  journey 
through  the  20  foot  epididymis,  which  is  com- 
pressed into  a 2 inch  length,  the  spermatozoa 
develop  their  motility.  MacLead  has  done  some 
interesting  work  and  has  described  poor  motility 
due  to  failure  of  the  epididymis  to  provide  the 
proper  environment  for  the  spermatozoa.  He  ex- 
amined diabetic  patients  with  retinopathy  prior 
to  hypophysectomy.  Preoperatively  they  were 
found  to  have  normal  semen  analyses.  Three 
weeks  postoperatively  their  volumes  were  re- 
duced and  there  was  an  absence  of  motility  of 
the  sperm  obtained.  He  felt  the  phenomenon 
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reflected  a testicular  Leydig  cell  failure  which 
resulted  in  changes  in  the  epididymal  epithelium 
leading  to  loss  of  sperm  motility.  Replacement 
with  human  pituitary  gonadotropin  and  chor- 
ionic gonadotropin  restored  the  deficiency  in 
these  patients.  So  patients  with  oligospermia, 
azospermia,  or  just  poor  motility  may  deserve 
an  endocrine  evaluation  which  may  include 
thyroid  function  tests,  a 24-hour  urinary  17- 
ketosteroid  excretion  and  a 24-hour  urinary 
gonadotropin  evaluation. 

The  following  is  a reasonable  seminal  fluid 
analysis  reporting  form: 

Time  obtained  time  liquefied  - 

Appearance  viscosity  volume 

' < motility  at  2 hours 
sperm  count  /mm3 

Morphology 


SUMMARY 

Seminal  fluid  analysis  can  now  permit  recog- 
nition of  numerous  factors  in  influencing  fer- 
tility which  would  have  gone  unrecognized  a 
few  years  ago.  This  potential  can  be  completely 
frustrated  by  poor  methods  of  seminal  fluid 
collection.  If  the  physician  takes  time  to  estab- 
lish rapport  with  the  patient  and  the  patient  is 
sincerely  interested  in  his  evaluation  as  an  in- 
fertility problem,  difficulty  in  obtaining  seminal 
fluid  by  a good  standard  method  is  extremely 
rare. 

In  interpreting  the  seminal  fluid  analysis,  we 
tend  to  have  our  attention  fixed  on  the  sperm 
count  alone.  Other  factors  are  now  recognized 
as  being  of,  at  least,  equal  importance  and  de- 
serving of  equal  attention. 
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AVAILABLE:  Well  established  General 
Practice  for  one  or  two  men.  Present  phys- 
ician is  returning  to  graduate  school.  New, 
well  equipped  clinic  located  in  a pros- 
perous, progressive  community  of  1200,  28 
miles  from  Downtown  Minneapolis.  Four 
hospitals  in  immediate  vicinity.  Any  terms 
available.  Contact  R.  E.  Simms,  Security 
State  Bank  of  St.  Michael,  St.  Michael, 
Minnesota.  Telephone  612-673-2131. 
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calcium  glycerophosphate,  calcium  lactate 


To  bring  effective  calcium  therapy  to  the 
patient,  Calphosan  may  be  administered  intra- 
muscularly . . . without  pain,  inflammatory  reactions, 
induration  or  sloughing.  Injections  twice  weekly 
for  a series  of  5 to  10  injections  are  recommended. 

Average  dose  per  injection:  One  or  two  10  ml. 
injections  of  Calphosan  each  week  for  the 
first  four  or  five  weeks,  and  on  a when-needed 
basis  thereafter. 

Calphosan  is  a specially  processed  solution  of 
calcium  glycerophosphate  and  calcium  lactate, 
containing  1%  of  each,  in  a physiological  solution  of 
sodium  chloride.  Each  10  ml.  contains  50  mg.  of 
calcium  glycerophosphate,  50  mg.  calcium  lactate, 
with  0.25%  phenol  as  preservative.  Available  in 
10  ml.  ampules  in  boxes  of  10s  and  100s; 

60  ml.  multiple-dose  vials.  Also  available  as 
Calphosan  with  B-12.  U.  S.  Patent  No.  2657172. 

Contraindication:  Hypercalcemia;  neoplastic 
diseases;  and  fully  digitalized  patients.  Do  not  use 
intramuscularly  in  infants  and  young  children. 
Before  starting  therapy,  consult  complete 
product  literature. 

Write  for  free  copy  of  "Calcium:  The  Ubiquitous 
and  Essential  Element”  and  for  samples. 


Tenafly,  New  Jersey  07670 
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CLINICOPATHOLOGICAL  CONFERENCE 

From  the  Intern  and  Resident  Teaching  Conferences  at  the  Sioux  Valley  Hospital,  conducted  by 
the  Department  of  Pathology  of  the  Hospital  and  of  the  School  of  Medicine 
of  the  University  of  South  Dakota 


JOHN  F.  BARLOW,  M.D.**  GREGORY  NAUGHTON.  M.D.* 

Pathologist  - Editor  Internist  - Discusser 

SEVENTY-FOUR  YEAR  OLD  CAUCASIAN 
FEMALE  WITH  SEVERE  LOW  BACK  PAIN 


CASE  NO.  M495277 

This  74-year  old  Caucasian  widow  entered 
Sioux  Valley  Hospital  with  complaints  of 
“pain  everywhere”  especially  in  the  back,  hips, 
and  extremities  of  fourteen  months  duration. 

Fourteen  months  previously  she  had  had  a 
fracture  of  the  right  hip  for  which  she  had  open 
surgical  reduction  and  pinning.  Since  this  time 
she  had  complaints  of  multiple  musculoskeletal 
discomfort  and  generalized  severe  backache. 
She  also  complained  of  weakness,  anorexia, 
nervousness,  tension  and  insomnia.  The  latter 
problems  had  made  her  a difficult  social  problem 
for  relatives  and  nursing  home  personnel.  There 
was  rare  vomiting  and  a “sour  stomach.”  There 
was  no  weight  loss  or  other  specific  complaints. 
An  upper  gastrointestinal  series  was  negative. 
She  had  been  treated  with  empirin,  mylanta 
and  milk  of  magnesia.  She  had  had  an  admission 
to  Sioux  Valley  Hospital  four  months  previously 
for  low  back  pain,  right  hip  pain,  and  nervous- 
ness. Physical  examination  at  that  time  showed 
only  a mildly  positive  straight  leg  raising 
sign  on  the  right  and  an  absent  right  ankle 
jerk  which  had  been  present  since  surgery  for  a 
slipped  disc  nineteen  years  previously.  She  also 
complained  of  epigastric  discomfort,  excessive 
gas  and  bloating.  The  patient  had  an  explora- 
tory laminectomy.  Extensive  scarring  but  no 
evidence  of  disc  protrusion  was  found.  A bone 
marrow  examination  was  unremarkable.  Hemo- 
gram and  urinalysis  were  within  normal  limits. 
Serology  was  nonreactive.  Spinal  fluid  exam- 
ination showed  clear  colorless  fluid  with  no  red 
cells  and  one  mononuclear  cell.  Cerebrospinal 
fluid  protein  was  35  mgs/100  ml.,  cerebrospinal 
fluid  gamma  globulin  was  10  mgs/100  ml.  X- 
rays  of  the  lumbar  spine  showed  diffuse  de- 

*Internist, Sioux  Valley  Hospital,  Clinical  Faculty, 
School  of  Medicine,  University  of  South  Dakota. 

**Pathologist,  Sioux  Valley  Hospital,  Professor  of 
Clinical  Pathology,  School  of  Medicine,  University 
of  South  Dakota. 


mineralization.  The  right  hip  fracture  was  well 
healed.  A myelogram  was  normal.  Close-up 
films  of  the  right  hip  showed  demineralization 
and  good  fixation. 

Past  history  and  family  history  revealed  a 
previous  appendectomy  and  passage  of  a kidney 
stone  some  years  ago.  Physical  examination  on 
the  present  admission  revealed  a slight,  elderly 
female  who  appeared  uncomfortable  but  who 
was  able  to  walk  with  help.  Blood  pressure  was 
134  systolic  and  64  diastolic,  pulse  88  and  reg- 
ular, temperature  98-,  respirations  22/minute, 
weight  104  lbs.,  height  5’4.”  There  were  no  pal- 
pable cervical  masses  or  lymphadenopathy.  The 
fundi  showed  mild  arteriosclerotic  changes.  The 
tongue  was  coated.  She  was  edentulous.  The 
lungs  were  clear  to  auscultation  and  percussion. 
The  heart  border  was  at  the  left  midclavicular 
line  in  the  5th  intercostal  space.  The  heart  tones 
were  of  good  quality.  There  were  no  murmurs. 
A 2 was  equal  to  P2.  Abdominal  and  rectal  exam- 
ination was  negative.  There  was  tenderness  on 
motion  and  pressure  in  the  lumbar  and  sacral 
regions.  The  hips  were  mobile.  There  was  no 
ankle  edema.  The  tendon  reflexes  were  brisk 
and  equal. 

Clinical  pathology  data:  Urinalysis:  light  straw 
colored;  turbid;  specific  gravity  1.006,  pH  7.0, 
negative  for  glucose,  protein,  hemoglobin, 
ketone  bodies,  sediment  0-1  leukocytes/hpf, 
hemoglobin  12.1gm/100  ml.,  red  count  4.76  mil- 
lion/mm,3 hematocrit  37  Vol.%,  mean  corpus- 
cular hemoglobin  26  micromicrograms,  mean 
corpuscular  volume  78  cubic  micra,  mean  cor- 
puscular hemoglobin  concentration  33%,  total 
leukocytes  6,700  with  59%  segmented  neutro- 
phils, 1%  neutrophilic  bands,  2%  eosino- 
phils, 36%  lymphocytes  and  2%  monocytes. 
The  red  cells  were  normocytic,  normo- 
chromic. The  platelets  were  adequate  on  smear. 
Blood  urea  nitrogen  was  10  mgs/100  ml.  A blood 
serology  was  nonreactive.  Alkaline  phosphatase 
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was  3.1,  2.8  and  2.7  units  (normal  0.8-2. 3 units), 
calcium  11.5,  11.0  and  11.8  mgs/100  ml.  (normal 
8.3-10.3  mgs/100  ml.),  phosphorus,  1.7,  1.2  and  1.5 
mgs/100  ml  (normal  3. 0-4. 5 mgs/100  ml.)  protein 
bound  iodine  10.1  micrograms/ 100  ml.,  triiodo- 
thyronine resin  uptake  33%.  Free  thyroxine 
index  1.0  (normal  0.25-0.7).  Total  protein  was  6.6 
grams/100  ml.,  albumin  3.5  gms/100  ml.,  alpha 
1 globulin  0.3  gms/100  ml.,  alpha  2 globulin  0.9 
gms/100  ml.,  beta  globulin  0.9  gms/100  ml., 
gamma  globulin  1.0  gms/100  ml.  Creatinine 
clearance  was  78  L/day  (Normal  150-180  L/day). 
Urine  24  hour  calcium  excretion  was  319  and  315 
mgs/24  hours  (normal  50-300  mgs/24  hours). 
Urine  phosphorus  24  hour  excretion  was  21.4  mg/ 
24  hrs.  (normal  approximately  1.1  gms/24  hours). 
X-rays  of  both  hands  showed  generalized  de- 
mineralization and  questionable  subperiosteal 
resorption.  Films  of  the  thoracic  spine  showed 
marked  compression  of  T8  and  T9  and  mild  com- 
pression of  T10-12.  There  was  marked  osteo- 
porosis and  demineralization.  A possibility  of 
myeloma  was  raised.  There  was  slight  compres- 
sion of  bodies  of  LI,  L3,  L4-5.  There  was  de- 
mineralization of  the  pelvis.  Sacroiliac  joints 
were  normal.  A calcified  density  was  seen  in 
the  right  upper  quadrant  and  two  small  calcific 
densities  near  the  lower  pole  of  the  right  kid- 
ney. There  was  some  calcification  of  the  ab- 
dominal aorta.  A chest  film  showed  linear 
atelectasis  of  the  left  lower  lung  field  and  pos- 
sible consolidation  in  the  right  infrahilar  area. 
An  operation  was  performed  on  the  thirteenth 
hospital  day. 

DR.  GREGORY  NAUGHTON:  I would  like  to 
depart  completely  from  CPC  protocol  and  offer 
a diagnosis  first.  The  reason  that  I am  doing  this 
is  that  I would  like  to  make  the  point  to  the 
residents  and  interns  that  in  order  to  make  a 
diagnosis  you  first  must  think  of  it.  This  case 
illustrates  all  of  the  manifestations  of  primary 
hyperparathyroidism.  I would  like  to  hazard  a 
guess  that  the  surgery  was  exploration  of  the 
neck. 

Although  the  laboratory  data  on  the  final  ad- 
mission leads  us  quickly  to  the  diagnosis  of 
hyperparathyroidism,  one  has  to  examine  the 
first  part  of  this  protocol  to  realize  how  difficult 
a diagnosis  is  to  make  prospectively  instead  of 
retrospectively  the  way  we  are  examining  it. 
Now  that  I have  placed  my  neck  on  Dr.  Barlow’s 
chopping  block,  I feel  that  we  can  examine  this 
case  with  the  history,  physical  and  laboratory 
findings  in  a little  more  detail. 

In  the  history,  the  points  that  I would  like  to 
bring  out  are  as  follows:  (1)  The  patient  is 


female.  Primary  hyperparathyroidism  occurs  in 
females  as  compared  to  males  in  a ratio  of  70:30 
approximately.  (2)  The  multiple  musculoskeletal 
complaints  and  severe  back  ache.  (3)  The  an- 
orexia, nervousness,  tension  and  (4)  the  fracture 
14  months  previously.  The  patient’s  multiple 
symptoms  of  musculoskeletal  origin  probably 
date  from  the  time  of  the  fracture  and  are  often 
classified  in  a general  category  of  “rheumatism.” 
However,  these  complaints  may  be  so  severe  in 
hyperparathyroidism  as  to  be  mistaken  for 
an  arthritis,  neuritis,  or  (as  in  this  case),  a 
radiculitis.  Since  a laminectomy  was  performed 
pain  must  have  been  quite  severe.  A fracture 
with  minor  trauma  (as  was  probably  the  case 
here)  can  often  be  the  presenting  complaint  in 
primary  hyperparathyroidism.  Vague  symptoms 
associated  with  the  gastrointestinal  tract  are 
often  found  with  hypercalcemia.  These  include 
anorexia,  nausea,  vomiting,  constipation  and  just 
general  vague  abdominal  pain.  The  symptoms 
may  be  similar  to  that  of  peptic  ulcer  disease; 
and,  indeed,  there  is  an  increased  incidence  of 
peptic  ulcer  disease  in  primary  hyperpara- 
thyroidism. Also  there  may  be  episodes  of  upper 
abdominal  pain  radiating  into  the  back  which 
may  point  to  a recurrent  pancreatitis  which  can 
also  be  a problem  in  primary  hyperparathyroid- 
ism. The  central  nervous  system  manifestations 
of  hypercalcemia  can  run  a gamut  from  psy- 
choneurotic to  frankly  psychotic  manifestations. 
We  can  have  a difficult  person  to  get  along  with 
as  this  patient  was.  All  of  the  symptoms  which 
I have  mentioned  are  quite  vague  and  can  be 
misleading  even  though  they  will  fit  into  the 
diagnosis  of  primary  hyperparathyroidism  in 
retrospect.  One  particular  point  in  the  history 
is  the  history  of  a renal  stone.  Any  patient  (in 
particular,  any  female  patient)  with  a renal 
stone  should  be  suspected  of  hyperparathyroid- 
ism. 

The  physical  examination  is  significant  only 
in  that  it  fails  to  give  us  an  indication  of  any 
other  specific  disease  process.  It  also  fails  to 
give  me  any  support  of  my  diagnosis  of  primary 
hyperparathyroidism.  She  is  normotensive  and 
she  has  no  palpable  cervical  masses.  The  patient 
is  edentulous.  This  precludes  x-ray  study  of  the 
lamina  dura  of  the  teeth  which  is  reabsorbed 
early  in  primary  hyperparathyroidism.  The 
tenderness  in  the  lumbosacral  area  corresponds 
with  the  extensive  x-ray  changes  described  but 
is  nonspecific. 

There  is  only  one  urinalysis  but  it  is  interest- 
ing to  note  that  the  specific  gravity  is  1.006.  The 
earliest  manifestation  of  renal  disease  caused 
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by  hyperparathyroidism  and  hypercalcemia  is 
loss  of  the  concentrating  ability  of  the  kidney 
and  this  results  in  the  characteristic  polyuria 
and  polydipsia.  The  remainder  of  the  urinalysis 
and  hemogram  are  within  normal  limits.  The 
blood  urea  nitrogen  is  also  within  normal  limits. 
On  three  occasions  there  is  an  increased  serum 
calcium  and  a decreased  serum  phosphorus.  This 
is  a real  bonus!  Ordinarily,  if  you  suspect  pri- 
mary hyperparathyroidism,  I would  repeat  the 
calcium  and  phosphorus  a minimum  of  three 
times  to  make  sure  that  they  are  normal.  In  this 
patient  we  did  not  have  to  hunt  long  for  sig- 
nificant abnormalities  of  the  calcium  and  phos- 
phorus. 

The  studies  of  the  thyroid  function  I think 
represent  euthyroidism  in  a patient  who  had 
residual  iodine  contamination  from  a myelo- 
gram which  was  performed  just  four  months 
previously.  The  PBI  is  elevated  due  to  the  con- 
tamination but  the  Tri-iodothyronine  up- 
take (T-3)  is  normal  because  it  is  not  affected 
by  the  iodine  contamination.  The  free  thyroxine 
index  is  simply  a multiplication  product  of  the 
PBI  and  T-3  and  would  also  be  elevated  by  the 
iodine  contamination  because  of  elevation  of  the 
PBI.  The  serum  protein  and  its  fractions  are 
normal.  This  is  significant  because  it  makes  the 
hypercalcemia  all  the  more  significant.  It  is  im- 
portant to  remember  to  get  protein  values 
whenever  you  obtain  and  try  to  interpret  the 
serum  calcium.  The  serum  calcium  is  bound  by 
protein  (in  particular,  albumin).  Therefore, 
lowered  albumin  may  give  you  a lower  value 
for  calcium.  Also  of  importance  was  the  fact 
that  this  was  a protein  electrophoresis  and  there 
was  no  mention  of  a monoclonal  gammopathy, 
the  abnormal  protein  spike  often  seen  in  mul- 
tiple myeloma  and  other  diseases.  The  urinary 
calcium  was  increased  on  two  occasions  mini- 
mally. In  a recent  review  by  Siraut  and  Neugent 
in  the  Annals  of  Infernal  Medicine  in  January, 
1968,  on  the  subject  of  diagnostic  tests  in  hyper- 
parathyroidism, it  was  found  during  a study  of 
650  patients,  that  24%  of  their  patients  with 
hyperparathyroidism  and  hypercalcemia  did  not 
at  any  time  have  hypercalciuria.  These  patients 
were  controlled  as  to  diet  and  it  was  also  found 
that  there  was  a wide  overlap  between  normal 
patients  with  renal  stones  and  patients  with 
hyperparathyroidism. 

The  tubular  reabsorption  of  phosphate  is 
known  to  be  decreased  in  hyperparathyroidism 
yet  in  this  study  I mentioned  24%  of  the  patients 
with  hyperparathyroidism  had  normal  urinary 
phosphate  excretion  on  a low  phosphate  diet 


and  36%  had  normal  excretion  on  a high  phos- 
phate diet.  The  patient  we  are  discussing  has 
a paradoxically  very  low  urinary  phosphorus 
and  this  is  a little  puzzling  at  first.  However,  in 
patients  with  hyperparathyroidism  the  urinary 
phosphate  can  be  reduced  even  to  unmeasur- 
able levels  with  dietary  restriction  of  phos- 
phorus or  by  administration  of  aluminum  hy- 
droxide which  binds  phosphate  in  the  gastro- 
intestinal tract.  This  would  lead  to  decreased 
phosphate  absorption  and  phosphate  excre- 
tion. The  patient  was  on  Mylanta  which  is  a 
combination  of  magnesium  and  aluminum  hy- 
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droxide.  This  could  well  explain  our  very  low 
phosphate  in  the  urine  of  the  patient.  The  des- 
cription of  the  x-ray  with  generalized  demin- 
eralization and  subperiosteal  reabsorption  in 
the  hands  fits  nicely  with  our  concept  of  long- 
standing bone  disease  or  osteitis  fibrosa  general- 
izata  (Von  Reclinghausen’s  disease,  after  the 
man  who  first  described  it  in  1890).  However, 
the  changes  on  the  x-rays  are  non-specific  and 
could  be  caused  by  postmenopausal  or  idio- 
pathic osteoporosis  or  even  by  multiple  my- 
eloma. The  calcific  densities  in  the  right  upper 
quadrant  in  the  region  of  the  kidney  are  more 
significant  as  to  the  diagnosis  of  hyperpara- 
thyroidism than  the  generalized  demineraliza- 
tion of  the  bone.  Perhaps  this  would  be  a good 
time  to  look  at  the  x-rays. 

*DR.  BRYSON  McHARDY:  The  first  picture  is 
a picture  of  the  hands  which  is  markedly  demin- 
eralized. The  changes  are  not  as  diagnostic  as  one 
might  like  to  see  in  hyperparathyroidism  but  if 
you  look  closely,  there  is  a subperiosteal  reab- 
sorption in  the  proximal  phalanges.  The  films 
of  the  abdomen  show  calcification  actually  in 
the  regions  of  both  renal  shadows  as  well  as  this 
large  calcification  in  the  right  upper  quadrant 
which  is  probably  a gallstone.  Films  of  the  lum- 
bar and  thoracic  spine  show  marked  demineral- 
ization. The  first  diagnosis  I would  think  of 
would  be  generalized  idiopathic  or  postmeno- 
pausal osteoporosis.  There  is  collapse  of  some  of 
the  vertebral  bodies.  One  can  see  some  of  the 
residual  dye  from  the  previous  myelogram.  This 
is  an  iodide  compound  explaining  the  elevated 
PBI  which  will  remain  elevated  for  a long, 
long  time.  The  changes  in  the  spine  are  there- 
fore non-specific.  The  chest  x-ray  shows  a few 
strands  of  fibrosis  which  might  be  interpreted 
as  linear  atelectasis. 

fDR.  TOM  MAYER:  Is  there  generalized  demin- 
eralization of  the  skull  that  is  characteristic  in 
hyperparathyroidism? 

DR.  McHARDY:  Well,  there  is  generalized  de- 
mineralization which  is  sometimes  focal  but 
this  is  not  diagnostic. 

**MR.  LOU  SONSTEGARD:  Is  it  surprising 
that  the  patient  had  good  healing  of  a fracture 
with  this  disease? 

DR.  McHARDY:  Frankly,  I don’t  know.  I have 
not  had  that  much  experience  with  it. 


* Radiologist,  Sioux  Valley  Hospital,  Associate  Pro- 
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***DR.  SCHULTZ:  What  x-rays  would  you 
specifically  recommend  in  trying  to  make  a 
diagnosis  of  hyperparathyroidism? 

DR.  McHARDY:  I would  recommend  getting 
films  of  the  teeth  for  the  reabsorption  of  lamina 
dura  seen  in  hyperparathyroidism.  However, 
many  of  these  patients  are  edentulous  and  this 
is  the  problem  today.  You  can  not  always  get 
any  help  from  this  study.  The  other  x-ray  is  an 
x-ray  of  the  hands  which  will  show  some  sub- 
periosteal reabsorption.  Unfortunately,  I do  not 
see  the  characteristic  changes  in  this  case. 

DR.  NAUGHTON:  I agree  that  the  x-ray 
changes  in  this  case  are  not  specific.  Other  very 
helpful  ones  are  the  calcification  seen  in  the 
kidneys  representing  either  nephrolithiasis  or 
nephrocalcinosis.  I want  to  make  a brief  dif- 
ferential diagnosis  of  the  findings  of  hypercal- 
cemia and  hypophosphatemia.  In  multiple  my- 
eloma, hypercalcemia  and  hypercalciuria  are 
seen  in  as  many  as  40%  of  the  patients,  but  the 
phosphate  is  usually  normal  in  the  serum. 
However,  occasionally  the  serum  may  be  re- 
duced to  levels  similar  to  that  seen  in  hyper- 
parathyroidism. The  alkaline  phosphatase  is 
rarely  elevated  in  multiple  myeloma  but  is  com- 
monly elevated  in  hyperparathyroidism.  The 
combination  of  increased  alkaline  phosphatase 
and  decreased  serum  phosphate  are  two  en- 
tities which  would  make  multiple  myeloma  un- 
likely in  this  case.  The  usual  x-ray  picture  of 
multiple  myeloma  shows  sharply  demarcated 
osteolytic  lesions  although  generalized  osteo- 
porosis similar  to  this  case  can  be  seen.  The  nor- 
mal hemoglobin,  normal  serum  electrophoresis 
and  normal  bone  marrow  four  months  pre- 
viously are  all  evidence  against  multiple  my- 
eloma in  this  case. 

Sarcoidosis  may  give  rise  to  hypercalcemia 
and  hypophosphatemia.  This  diagnosis  is  dif- 
ficult to  exclude  because  the  diagnosis  of  sar- 
coidosis is  often  made  as  a diagnosis  of  ex- 
clusion. There  is  usually  hypergammaglobulin- 
emia in  sarcoidosis  and  enlargement  of  the 
spleen  and  liver  would  be  common.  Also  there 
is  not  usually  generalized  demineralization  of 
bone  in  sarcoidosis.  Sarcoidosis  however,  can 
cause  hypercalcemia  and  renal  calculi  and  an 
increased  alkaline  phosphatase.  Hyperthyroid- 
ism can  cause  hypercalcemia  but  we  have  al- 
ready discussed  the  thyroid  function  tests 
and  there  was  nothing  clinically  that 
aroused  the  clinician’s  suspicion  of  hyper- 
thyroidism. I only  mention  this  diagnosis  to  ex- 
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elude  it.  Vitamin-D  intoxication  should  be  men- 
tioned to  be  excluded.  We  have  no  history  of 
her  taking  excess  vitamin-D  surreptitiously. 
Vitamin-D  intoxication  can  cause  hypercalcemia 
and  all  of  the  symptoms  associated  with  it.  The 
milk-alkali  syndrome  should  be  mentioned  but 
usually  there  is  a normal  phosphorus.  The  clin- 
ical picture  is  quite  different.  Usually  there  is 
decreased  renal  function  before  you  get  hyper- 
calcemia. There  is  no  history  of  excessive  inges- 
tion of  milk  or  antacids  for  peptic  ulcer  symp- 
toms. Finally,  Addison’s  disease  or  hypoadrenal- 
ism  should  be  mentioned  because  it  could  pre- 
sent with  hypercalcemia  and  hypophospha- 
temia. There  is  nothing  to  suggest  this  disease 
from  the  clinical  picture.  Serum  electrolytes 
might  have  been  helpful  in  excluding  this  diag- 
nosis but  I think  that  there  is  little  chance  that 
the  patient  had  Addison’s  disease. 

Carcinoma  such  as  those  from  kidney,  bladder 
or  lung  with  bone  metastases  can  give  rise  to 
hypercalcemia.  Numerous  other  metastatic  le- 
sions to  bone  can  give  rise  to  hypercalcemia, 
hypercalciuria  and  renal  stones.  Often,  how- 
ever, the  serum  calcium  is  not  elevated  in  metas- 
tatic disease  to  bone  and  the  hypercalciuria  with 
renal  stones  are  the  main  problem  in  secondary 
neoplasm  to  bone.  We  have  no  evidence  of  prim- 
ary neoplasm  in  this  case  although  there  would 
have  to  be  a more  extensive  x-ray  workup  to 
completely  exclude  an  occult  malignancy.  I 
should,  in  conclusion,  like  to  mention  that  cer- 
tain kidney,  bladder  or  lung  tumors  can  give 
rise  to  hypercalcemia  without  metastatic  spread 
to  bone.  These  tumors  excrete  a parathormone- 
like substance,  which  can  cause  a clinical  pic- 
ture exactly  like  primary  hyperparathyroid- 
ism. Other  tumors  secrete  a sterol  substance  like 
Vitamin  D and  can  produce  a picture  simulating 
hyperparathyroidism.  I doubt  this  diagnosis 
here.  In  summary,  I think  that  this  patient  had 
primary  hyperparathyroidism  probably  due  to 
a parathyroid  adenoma  which  is  the  cause  of 
hyperparathyroidism  in  about  80%'  of  the  cases. 
I think  that  the  surgery  was  a neck  exploration 
for  the  parathyroid  adenoma.  I cannot  exclude 
parathyroid  hyperplasia,  parathyroid  carcinoma 
or  an  ectopic  location  of  the  parathyroid  tissue 
in  the  mediastinum. 

DR.  NAUGHTON'S  DIAGNOSES 
PRIMARY  HYPERPARATHYROIDISM  SEC- 
ONDARY TO  PARATHYROID  ADENOMA. 
MEDICAL  STUDENT:  Isn’t  the  process  of  going 
through  an  exploratory  laminectomy  a little 
radical  in  this  patient? 

DR.  NAUGHTON:  It  would  seem  so.  However, 


you  must  consider  this  patient  had  had  a pre- 
vious laminectomy  for  intervertebral  disc  prob- 
lem and  her  complaints  of  back  pain  must  have 
been  extremely  severe  and  could  have  mimicked 
radiculitis  very  much.  Also  we  do  not  have  a 
thorough  description  of  the  neurologic  exam- 
ination before  the  laminectomy.  There  may  have 
been  signs  suggesting  root  compression.  It  is 
always  easy  to  be  more  objective  in  retrospect. 
DR.  BRYSON  McHARDY:  I might  mention  that 
her  myelogram  was  not  completely  negative. 
This  was  probably  due  to  adhesions  from  the 
previous  surgery  causing  filling  defects.  This 
may  have  led  to  reexploration. 

DR.  SONSTEGARD:  What  is  the  explanation  of 
increased  alkaline  phosphatase  in  this  disease? 
DR.  NAUGHTON:  I think  that  I should  point 
out  that  the  alkaline  phosphatase  may  be  quite 
normal  in  hyperparathyroidism.  It  all  depends 
on  the  degree  of  the  bone  disease.  The  renal 
disease  (nephrocalcinosis  and  nephrolithiasis) 
may  be  advanced  with  not  many  changes  in  the 
bone  and  you  may  have  a normal  alkaline  phos- 
phatase. On  the  other  hand,  there  may  be 
marked  cystic  changes  in  the  bone  with  an  in- 
creased alkaline  phosphatase.  The  increased 
alkaline  phosphatase  is  due  to  the  increased 
osteoblastic  activities  secondary  to  the  osteo- 
clastic destruction  of  bone  brought  about  by  the 
parathyroid  hormone. 

*TOM  BECK:  Are  we  forced  to  wait  for  the  ex- 
tensive renal  and  bone  changes  before  we  can 
make  the  diagnosis  of  hyperparathyroidism? 
DR.  NAUGHTON:  Not  at  all!  The  idea  is  to 
make  the  diagnosis  before  any  of  the  advanced 
changes  take  place.  In  recent  years,  pathologists 
have  developed  automated  laboratories  with 
routine  batteries  of  screening  tests.  The  calcium 
determination  is  among  the  tests  that  can  be 
routinely  ordered  on  this  screening  panel.  This 
screening  panel  is  available  at  both  the  hospitals 
in  town.  Therefore,  more  calcium  determina- 
tions are  being  done  and  hyperparathyroidism 
is  being  picked  up  earlier.  I would  like  to  refer 
to  this  article  again  in  January,  1968,  Annals  of 
Internal  Medicine.  I drew  the  conclusion  that 
there  is  no  definite  test  that  is  going  to  be  ab- 
solutely diagnostic  of  hyperparathyroidism.  You 
must  have  a strong  suspicion  of  the  disease  and 
sometimes  forced  to  explore  the  neck  on  strong 
clinical  suspicion  substantiated  by  laboratory 
data.  There  have  been  two  recent  articles  in  the 
New  England  Journal  of  Medicine  describing  a 
radio  immunoassay  of  parathyroid  hormone.  One 
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of  these  was  from  Cleveland  and  the  other  from 
Boston.  They  even  went  so  far  as  to  massage 
the  neck  and  determine  which  side  of  the  neck 
the  parathyroid  adenoma  would  be  on.  Selec- 
tive catheterization  of  neck  vessels  and  deter- 
mination of  where  the  parathyroid  adenoma 
was  has  also  been  done.  These  are  pretty  fancy 
techniques.  Parathyroid  hormone  immunoassay 
is  not  available  in  the  general  laboratory  and 
may  not  be  for  a number  of  years  but  it  may 
solve  the  problem  that  you  pose,  that  is,  a diag- 
nosis in  an  asymptomatic  patient. 

PATHOLOGIC  DISCUSSION 

DR.  BARLOW:  As  Dr.  Naughton  suggested,  the 
surgery  was  exploration  of  the  neck  and  para- 
thyroid glands.  Unfortunately,  Dr.  Dorence 
Ensberg  who  performed  the  surgery  could  not 
be  with  us  today  but  I will  try  to  summarize  his 
operative  notes.  In  the  region  of  the  left  upper 
parathyroid  there  was  a 2.0  x 1.0  x 0.1  cm.  mass 
which  on  frozen  section  was  interpreted  as  a 
parathyroid  adenoma.  Further  dissection  re- 
vealed the  left  lower  parathyroid  which  was  re- 
moved and  identified  as  normal  parathyroid 
gland  on  frozen  sections.  The  right  lower  para- 
thyroid was  identified  and  left  intact.  No  def- 
inite parathyroid  tissue  was  seen  at  the  right 
upper  pole  but  because  one  enlarged  and  one 
normal  gland  were  already  found,  further  ex- 
ploration was  not  carried  out. 

:;:DR.  LAURENS  WILLIKES:  The  exploration 
on  the  right  side  was  quite  difficult  because  of 
numerous  nodules  of  thyroid  tissue  separate 
from  the  gland. 

DR.  NAUGHTON:  I think  that  it  is  important 
to  point  out  to  the  medical  students  that  the  nor- 
mal anatomy  of  four  parathyroid  glands  situated 
in  the  usual  areas  is  not  always  the  case.  There 
may  be  more  than  four  glands  and  occasionally 
one  may  be  ectopically  located.  10%  may  be  in 
a mediastinal  location  or  one  or  more  of  the 
glands  may  actually  be  embedded  in  the  thyroid 
gland. 

DR.  WILLIKES:  There  is  a nice  trick  other  than 
following  the  artery  to  the  parathyroid  to  find 
the  gland.  This  is  the  injection  of  a toluidine 
blue  dye  which  is  taken  up  by  the  parathyroid 
and  not  the  thyroid.  This  can  be  extremely 
helpful. 

DR.  BARLOW:  Unfortunately,  I do  not  have 
gross  pictures  of  the  adenoma  or  the  normal 
parathyroid  gland.  These  specimens  were  al- 
tered because  we  had  to  section  them  with  the 
cryostat  for  rapid  frozen  section  diagnosis.  The 
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first  photomicrograph  shows  two  different 
lobules  in  the  adenoma.  One  is  composed  of  chief 
cells  and  the  other  of  oxyphil  cells.  Note  that  be- 
side the  large  size  there  is  very  little  fat  in  the 
gland.  This  can  be  seen  in  either  parathyroid 
adenoma  or  chief  cell  hyperplasia.  Fig.  I.  The 


Figure  I. 


Two  lobules  of  the  parathyroid  adenoma.  The  upper 
is  composed  of  oxyphil  cells  and  lower  of  chief  cells. 
The  distinction  is  not  good  in  a black  and  white 
photograph  (lOOx). 

Figure  II. 


Closeup  of  Chief  Cells.  Almost  no  fat  cells  are 
present  (430x). 


next  picture  is  a closeup  of  the  characteristic 
chief  cells.  Fig.  II.  This  photomicrograph  shows 
the  normal  parathyroid  gland  which  was  re- 
moved. There  is  more  fat  and  in  one  area  a 
focus  of  oxyphil  cells  is  seen.  Fig.  III.  The 
presence  of  a normal  parathyroid  is  important 
since  it  rules  out  the  diagnosis  of  chief  cell  hy- 
perplasia. This  differentiation  is  of  more  than 
academic  interest  since  the  operation  of  choice 
for  an  adenoma  is  simple  removal  but  for  chief 
cell  hyperplasia  resection  of  three  glands  and 
subtotal  resection  of  the  fourth  is  recommended 
to  prevent  recurrence. 

DR.  WILLIKES:  Wouldn’t  you  expect  the  other 
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Figure  III. 


Normal  parathyroid.  There  is  space  as  well  as  fat 
between  the  parathyroid  cells  as  compared  to  the 
adenoma  (430x). 


parathyroid  glands  to  be  hypoplastic  in  the 
presence  of  an  adenoma? 

DR.  BARLOW:  You  might  think  so  but  it  has 
not  been  my  experience.  As  I recall,  Dr.  Castle- 
man  used  to  call  them  normal  when  I was  a resi- 
dent. Certainly  with  an  adrenal  adenoma  caus- 
ing Cushing’s  syndrome,  the  other  adrenal  is 
hypoplastic  and  resection  of  the  adenoma  may 
precipitate  hypoadrenalism  if  the  steroids  are 
not  given  after  surgery. 

*DR.  WEGNER:  I believe  that  it  is  really  very 
difficult  to  assess  hypoplasia  of  a parathyroid  by 
simple  microscopic  examination.  Functionally 
it  could  be  hypoplastic  but  this  might  not  be 
recognized. 

DR.  BARLOW:  I think  to  more  fully  appreciate 
some  of  the  problems  in  this  disease,  we  should 
first  try  to  classify  the  causes  of  hyperpara- 
thyroidism. 

TYPES  OF  HYPERPARATHYROIDISM 

I.  Primary 

a.  parathyroid  adenoma  (single  or  multiple) 
— 80%  of  cases 

b.  parathyroid  hyperplasia  — 20%  of  cases 

1.  clear  cell 

2.  chief  cell 

c.  parathyroid  carcinoma 

II.  Secondary 

a.  chronic  renal  disease 

III.  Tertiary 

IV.  Malignant  tumor  with  secretion  of  para- 
thormone - like  substance 

Single  adenoma  is  by  far  the  most  common 
cause  of  hyperparathyroidism.  However,  diag- 
nosis of  an  adenoma  cannot  always  be  reliably 
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differentiated  from  chief  cell  hyperplasia  his- 
tologically. We  used  to  think  that  a rim  of  com- 
pressed normal  parathyroid  tissue  was  diag- 
nostic. However,  a rim  of  normal  parathyroid 
can  be  simulated  in  primary  chief  cell  hyper- 
plasia and  a rim  of  normal  parathyroid  is  not 
always  seen  in  an  adenoma.  Therefore,  the  find- 
ing of  a normal  parathyroid  gland  is  essential 
for  the  diagnosis  of  adenoma.  Primary  chief  cell 
hyperplasia  is  rare  but  characteristic.  Para- 
thyroid carcinoma  is  very  rare  and  cannot  al- 
ways be  well  differentiated  histologically  from 
benign  lesions.  Infiltration  into  surrounding 
tissue  is  helpful  but  not  always  present  and  one 
often  does  not  suspect  the  disease  before  recur- 
rence. 

The  hyperparathyroid  - like  syndrome  seen 
secondary  to  certain  malignancies  is  uncommon 
but  is  being  seen  with  increasing  frequency. 

Secondary  hyperparathyroidism  is  a common 
consequence  of  chronic  renal  disease.  The  reason 
for  this  is  that  in  chronic  renal  disease  phos- 
phate is  retained  by  the  kidney  and  the  serum 
phosphate  rises.  The  calcium  shows  a concomi- 
tant decrease.  The  decreased  serum  calcium  is  a 
stimulus  to  the  parathyroids  to  secrete  more 
hormone  and  become  hyperplastic.  Since  the 
life  of  patients  with  chronic  renal  disease  may 
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be  prolonged  with  modern  therapy,  the  glands 
may  even  become  autonomous.  Thus,  if  the 
renal  failure  is  relieved  by  transplantation,  the 
patient  may  continue  to  have  hyperplasia  of  the 
parathyroids  and  hyperparathyroidism.  This 
phenomenon  is  known  as  tertiary  hyperpara- 
thyroidism. The  autonomy  of  this  process  has 
been  recently  seriously  questioned. 

DR.  NAUGHTON:  I think  we  have  to  mention 
that  a patient  with  primary  chief  cell  hyper- 
plasia may  well  be  suffering  from  familial  mul- 
tiple endocrine  adenomatosis. 

DR.  BARLOW:  Yes,  patients  with  chief  cell 
hyperplasia  can  often  be  seen  in  which  they 
themselves  or  other  members  of  the  family  de- 
velop hyperplasia  or  functioning  adenomas  in- 
volving multiple  endocrine  organs  often  the 
parathyroids,  pituitary  and  pancreas. 

The  classic  triad  of  hypercalcemia,  hyper- 
calciuria  and  hypophosphatemia  in  hyperpara- 
thyroidism is  still  a good  one.  Hypercalcemia  is 
the  most  important  value.  The  normal  values 
for  calcium  for  different  laboratories  must  be 
noted.  There  are  slight  decreases  in  normal 
with  age  and  the  importance  of  a protein  (par- 
ticularly albumin)  determination  with  the  serum 
calcium  is  stressed. 

It  should  be  pointed  out  that  as  the  patient 
develops  nephrocalcinosis  and/or  nephrolith- 
iasis from  hyperparathyroidism  the  kidney  may 
fail.  Of  course,  it  is  the  deterioration  of  kidney 
function  we  want  to  prevent.  However,  as  renal 
failure  starts  retention  of  phosphate  may  lead 
to  increase  in  serum  phosphate,  reciprocal  lower- 
ing of  serum  calcium  and  reduced  urinary  cal- 
cium excretion.  Thus,  the  chemical  signs  of  hy- 
perparathyroidism may  be  masked. 

Other  diagnostic  tests  for  hyperparathyroid- 
ism are  many  but  they  are  not  as  yet  any  better 
than  the  serum  levels  of  calcium  and  phos- 
phorus. 

Various  tests  using  the  fact  that  tubular  re- 
absorption of  phosphate  is  depressed  by  para- 
thormone are  available.  Actual  measurement  of 
tubular  reabsorption  of  phosphate  is  one.  An- 
other is  giving  a calcium  infusion.  This  should 
decrease  parathormone  and  lead  to  increased 
tubular  reabsorption  of  phosphate  in  the  normal 
patient  but  not  in  a patient  with  hyperpara- 
thyroidism. 

DR.  NAUGHTON:  Calcium  infusion  can  be  used 
to  differentiate  parathyroid  hyperplasia  from 
adenoma.  In  hyperplasia  the  parathormone  is 
depressed  but  in  adenoma  it  is  not. 

DR.  BARLOW:  One  must  always  remember 
that  hypercalcemia  in  hyperparathyroidism  is 


intermittent.  All  patients  who  have  had  renal 
stones  should  have  several  determinations  of 
serum  calcium  and  phosphorus.  According  to 
some  authorities  normocalcemic  hyperpara- 
thyroidism exists.  This  has  been  determined  by 
parathormone  radioimmunoassay.  The  sig- 
nificance of  this  disease  is  still  debatable.  The 
radioimmunoassay  has  not  been  satisfactorily 
worked  out  yet  for  routine  laboratory  use  but 
has  been  used  not  only  for  diagnosis  but  also  for 
localization  by  selective  vein  catheterization  in 
the  neck. 

It  should  be  stated  that  there  is  no  sure  way 
as  yet  to  chemically  distinguish  between  hyper- 
parathyroidism secondary  to  secretion  of  para- 
thormone - like  substances  from  malignant 
tumors  and  hyperparathyroidism  secondary  to 
parathyroid  adenoma  or  hyperplasia.  Anemia, 
generalized  wasting  or  other  clinical,  laboratory 
or  radiologic  evidence  of  tumor  must  be  used. 

It  was  once  thought  that  large  doses  of  cor- 
tisone would  suppress  the  hypercalcemia  of 
malignancy  but  not  the  hypercalcemia  of  hyper- 
parathyroidism. This  test  is  unreliable. 

Selenium  scanning  for  parathyroids  has  been 
used  but  is  not  generally  available.  Dr.  Jones, 
will  you  tell  us  about  the  postoperative  course. 
*DR.  WARREN  JONES:  After  surgery  the  pa- 
tient’s calcium  dropped  and  we  had  to  give  her 
some  calcium  gluconate.  The  alkaline  phos- 
phatase continued  to  rise  to  a level  of  4.2  Sigma 
units.  She  seemed  to  improve  but  there  were  a 
number  of  unfortunate  social  factors  and  her 
personality  is  still  less  than  pleasant  at  the  nurs- 
ing home. 

DR.  BARLOW:  The  postoperative  fall  in  cal- 
cium and  rise  in  alkaline  phosphatase  in  a pa- 
tient with  osteitis  fibrosa  cystica  after  para- 

* Internist,  Sioux  Valley  Hospital,  Associate  Dean, 

School  of  Medicine,  University  of  South  Dakota. 


Wanted  — General  Practitioners  in  the 
“Heart  of  the  Black  Hills.”  Well  estab- 
lished community  with  a population  of 
about  2,500,  service  area  of  about  6,500. 
A modern  16-bed  general  hospital  con- 
structed for  easy  expansion  if  necessary. 
At  present  there  are  2 General  Prac- 
titioners in  town.  Our  78-year-old  doctor 
wishes  to  retire.  The  staff  will  cooperate 
fully  as  desired.  The  State  Hospital  for 
the  Severely  Mentally  Retarded  is  located 
5 miles  south  of  town.  Large  medical  cen- 
ters are  only  45  minutes  away.  For  more 
details  contact:  D.  C.  Kanwischer,  Adminis- 
trator, Custer  Community  Hospital,  Custer, 
South  Dakota  57730. 
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thyroidectomy  has  been  attributed  to  the  fact 
that  the  osteoclastic  effects  of  parathormone  are 
withdrawn  and  the  osteoblastic  reparative  pro- 
cess in  bone  is  unabated  causing  absorption  of 
calcium  into  the  bones  and  a rise  in  the  serum 
alkaline  phosphatase.  This  is  often  called  the 
“thirsty  bone’’  syndrome. 

FINAL  DIAGNOSIS 

1.  Parathyroid  Adenoma 
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ANNOUNCEMENT 

MOUND  PARK  HOSPITAL  FOUNDATION,  INC. 
701  Sixth  Street  South 
St.  Petersburg,  Florida  33701 

NOVEMBER 

Fourth  Annual  Conference  on  “TODAYS  HOS- 
PITAL PROBLEMS:  AN  INTERDISCIPLINARY 

APPROACH”  — a Leadership  course  for  Chiefs  of 
Staff,  Hospital  Administrators  and  Governing  Per- 
sonnel (or  Trustees).  Mound  Park  Hospital  Foundation 
and  the  University  of  Florida  — November  11  to  14, 
1970.  To  be  held  at  the  Tides  Hotel  and  Bath  Club, 
Redington  Beach,  Florida.  The  Foundation  and  Uni- 
versity reserve  the  right  to  limit  registration.  Fee: 
$100.00  — Lunches  on  November  11,  12  and  13  in- 
cluded in  the  Registration  Fee.  20  Accredited  Horn's 
by  the  American  Academy  of  General  Practice  if 
desired. 

ADDRESS: 

POSTGRADUATE  MEDICAL  EDUCATION, 
MOUND  PARK  HOSPITAL  FOUNDATION,  INC. 
ST.  PETERSBURG,  FLORIDA  33701 


ANNOUNCEMENT 

MAYO  CLINIC 
MAYO  FOUNDATION 

announce 

Clinical  Reviews 

Identical  Sessions 

NOVEMBER  2-4,  1970 
NOVEMBER  9-11,  1970 

Mayo  Civic  Auditorium 
ROCHESTER,  MINNESOTA 


ANNOUNCEMENT 

POSTGRADUATE 

MEDICAL 

EDUCATION 

University  of  Minnesota 
Minneapolis,  Minn.  55455 

CLINICAL  HYPNOSIS 
AND  HYPNOTHERAPY 

October  15-17,  1970 


Printing  and 
Office  Supplies 
for  the 
Medical 
Profession 


MIDWEST  BEACH,  INC. 

AREA  CODE  605  TELEPHONE  336-3480 

7TH  & PHILLIPS,  SIOUX  FALLS,  S.  D.  57102 


. . . the  place  to  go 
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STATEMENT  OF  THE  SOUTH  DAKOTA 
HOSPITAL  ASSOCIATION 


“WHEREAS,  there  is  an  acute  shortage  of 
trained  nursing  personnel  throughout  the 
country  and  more  specifically  in  our  state 
of  South  Dakota;  and 

“WHEREAS,  the  population  projections  of  the 
future  require  even  greater  numbers  of 
health  care  personnel;  and 

“WHEREAS,  the  South  Dakota  Planning  Coun- 
cil for  Nursing  Resources  has  developed  a 
study  ‘phasing  out’  all  Licensed  Practical 
Nursing  programs  and  all  Hospital  Schools 
of  Nursing;  and 

“WHEREAS,  these  programs  and  the  graduates 
of  these  programs  are  providing  the  major 
source  of  health  care  manpower  in  South 
Dakota;  and 

“WHEREAS,  the  two  year  associate  degree  and 
the  four  year  baccalaurate  university  degree 
programs  have  not  shown  significant  in- 
crease in  numbers  of  graduates  to  justify 
closing  any  of  the  existing  ‘good’  schools  of 
Licensed  Practical  Nursing  or  Hospital  Dip- 
loma Schools  of  Nursing;  and 

“WHEREAS,  hospital  administrators  and  the 
masses  of  nurses  did  not  agree  with  the 
A.N.A.  position  paper  of  1965  that  declared 
all  Diploma  nurses  as  technical  personnel  as 
opposed  to  professional;  nor  do  they  agree 
with  the  South  Dakota  Planning  Council 
for  Nursing  Resources  study  which  makes 
the  same  declaration;  and 

“WHEREAS,  The  American  Medical  Associa- 
tion and  the  South  Dakota  Medical  Associa- 
tion has  repeatedly  stressed  the  need  for  all 
forms  of  Nursing  Education;  therefore,  be  it 

“RESOLVED,  that  the  South  Dakota  Hospital 
Association  requests  that  the  South  Dakota 
Planning  Council  for  Nursing  Resources 
work  for  the  support  of  all  forms  of  Nursing 
Education;  and  be  it 

“RESOLVED,  that  the  South  Dakota  Hospital 
Association  supports  all  forms  of  nursing 
education;  and  be  it 

“RESOLVED,  that  the  South  Dakota  Hospital 
Association  is  opposed  to  the  report  of  the 
South  Dakota  Planning  Council  for  Nursing 
Resources  since  the  recommendations,  if 
carried  to  conclusion,  would  eliminate  the 
major  source  of  health  care  personnel  in  the 
State  of  South  Dakota;  and  be  it 


“RESOLVED,  that  the  South  Dakota  Hospital 
Association  recognizes  the  value  of  well 
trained  Licensed  Practical  Nurses  in  the 
State  of  Sou':h  Dakota  and  is  hopeful  that 
schools  capable  of  training  these  students 
continue  as  a means  of  satisfying  the  in- 
creasing health  needs  of  our  communities; 
and  be  it 

“RESOLVED,  that  the  South  Dakota  Hospital 
Association  commends  the  many  diploma 
graduates  in  our  State  and  assures  them 
that  the  South  Dakota  Hospital  Association 
certainly  considers  them  to  be  of  profes- 
sional status  and  not  technicians  as  stated 
in  the  ‘unpublished’  report  of  the  South 
Dakota  Planning  Council  for  Nursing  Re- 
sources.” 


WE  HOPE  THIS  IS  NOT  NEEDED 

but  your  patient  will  find  new  freedom  from 

the  extra  comfort  and  smooth,  easy  operation  of 
this  marvelous  Everest  & Jennings  wheelchair. 
Elmen  Rent  All  offers  you  just  about  every- 
thing to  help  patients  get  well  faster.  The  first 
month’s  rent  applies  to  the  purchase  price. 
We  hope  your  patients  never  need  such  things, 
but  if  they  do,  we’re  at  your  service  24  hours  a 
day. 

Send,  for  your  free  Medicare  Catalog. 

ELMEN  RENT  ALL 

RAPID  RENT  ALL 

Sioux  Falls  Rapid  City 

1701  West  12th  Street  325  West  Boulevard 

Phone  336-3670  Phone  342-7350 

Rental  Stores  in  St.  Paul,  Rochester  and  Sioux  City 
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His  makeup  is  unique  by  tradition. 

His  ulcer  treatment  is  unique 
by  tradition,  too. 


In  the  world  of 
entertainment,  a clown’s 
makeup  remains  the 
exclusive  property  of  its 
originator.  Time  has 
established  that  tradition. 
In  the  treatment  of  ulcers 
and  other  gastrointestinal 
complaints,  time  has 
established  Pro-Banthine 
as  a tradition  too. 


Few  drugs  can  boast  a 
longer  successful  run. 
Introduced  1 7 years  ago, 
this  drug  is  a veteran 
gastrointestinal  performer. 

Pro-Banthine  stars  in  the  . 
treatment  of  peptic  ulcer, 
functional  gastrointestinal 
disturbances,  ulcerative 
colitis,  hypertrophic  gastritis, 
pylorospasm,  acute  and 
chronic  pancreatitis, 
diverticulitis,  biliary 
dyskinesia,  hyperhidrosis, 
ileostomies,  and  colonic, 


ureteral  or  urinary  bladder 
spasm.  Its  fame  as  an 
anticholinergic  is  worldwide. 

When  you  want  a 
performer  you  can  count  on 
. . . remember  Pro-Banthine. 
Tradition  does. 


Research  in  the  service  of  medicine. 
G.  D.  Searle  &Co.,  Chicago,  III.  60680 
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Pro-Banthine 

(propantheline  bromide) 

the  traditional  ulcer  treatment 


Pro-Banthine  15  mg. 

propantheline  bromide 


Pro-Banthine  15  mg. 
propantheline  bromide 
with 

Dartal  5 mg. 
thiopropazate 
dihydrochloride 


Pro-Banthine  15  mg. 
propantheline  bromide 
with 

Phenobarbital  15  mg. 
warning: 

may  be  habit  forming 


Pro-Banthine  P.fl.  30  mg. 
propantheline  bromide 
in  time-release  form 


Pro-Banthine  7Vi  mg. 
propantheline  bromide 
Half  Strength 


Pro*Banthine 

(propantheline  bromide) 

Indications:  Peptic  ulcer,  gastroenteritis, 
pylorospasm,  biliary  dyskinesia,  functional 
hypermotility  and  irritable  colon. 
Contraindications:  Glaucoma,  severe  cardiac 
disease. 

Precautions:  Since  varying  degrees  of  urinary 
hesitancy  may  occur  in  elderly  men  with  pros- 
tatic hypertrophy,  this  should  be  watched  for 
in  such  patients  until  they  have  gained  some 
experience  with  the  drug.  Although  never  re- 
ported, theoretically  a curare-like  action  may 
occur  with  possible  loss  of  voluntary  muscle 
control.  Such  patients  should  receive  prompt 
and  continuing  artificial  respiration  until  the 
drug  effect  has  been  exhausted. 

Side  Effects:  The  more  common  side  effects, 
in  order  of  incidence,  are  xerostomia,  mydri- 
asis, hesitancy  of  urination  and  gastric  fullness. 
Dosage:  The  maximal  tolerated  dosage  is  usu- 
ally the  most  effective.  For  most  adult  patients 
this  will  be  four  to  six  15-mg.  tablets  daily  in 
divided  doses.  In  severe  conditions  as  many 
as  two  tablets  four  to  six  times  daily  may  be 
required.  Pro-Banthine  is  supplied  as  tablets 
of  15  mg.,  as  prolonged-acting  tablets  of  30 
mg.  and,  for  parenteral  use,  as  serum-type  vials 
of  30  mg.  The  parenteral  dose  should  be  ad- 
justed to  the  patient’s  requirement  and  may 
be  up  to  30  mg.  or  more  every  six  hours,  intra- 
muscularly or  intravenously. 
Pro-Banthine®  15  mg. 

(propantheline  bromide) 
with 

Dartal®  5 mg. 

(thiopropazate  dihydrochloride  ) 

Indications:  Peptic  ulcer,  spastic  constipation, 
nonspecific  gastritis,  functional  gastrointesti- 
nal disorders,  pylorospasm,  hyperhidrosis, 
irritable  bowel  syndrome,  mucous  or  ulcerative 
colitis,  functional  diarrhea. 

Contraindications:  Glaucoma,  severe  cardiac 
disease. 

Warnings:  Pro-Banthine  with  Dartal  should 
not  be  administered  to  patients  who  are  under 
the  influence  of  barbiturates,  alcohol  or  nar- 
cotics. The  drug  should  be  administered 
cautiously  to  epileptic  patients  or  those  in 
depressed  states,  patients  with  liver  disease 
and  to  pregnant  women.  Hypersensitivity  to 
Dartal  may  occur  rarely  in  patients  with 
known  sensitivity  to  similar  drugs. 

Side  Effects:  Dryness  of  the  mouth,  mydria- 
sis, hesitancy  of  urination;  less  commonly 
extrapyramidal  (restlessness,  dystonia  and 
signs  of  pseudoparkinsonism  such  as  muscular 
rigidity,  fixed  facies,  tremor,  ataxia,  festinant 
gait  and  drooling),  parasympatholytic 
(blurred  vision,  xerostomia,  hypotension,  na- 
sal congestion  and  constipation)  and  curare- 
like  (loss  of  control  of  voluntary  muscles, 
particularly  the  muscles  of  respiration)  reac- 
tions. Rarely,  leukopenia  or  allergic  purpura. 
A generalized  erythematous  skin  reaction  may 
occur.  Side  effects  characteristic  of  pheno- 
thiazines  such  as  grand  mal  convulsions,  altered 
cerebrospinal  proteins,  cerebral  edema,  poten- 
tiation of  the  effects  of  atropine,  heat  or  phos- 
phorus insecticides,  autonomic  reactions, 
endocrine  disturbances,  reversed  epinephrine 
effect,  hyperpyrexia  or  pigmentary  retinopa- 
thy may  theoretically  occur  but  have  not  been 
reported  with  Dartal.  Severe  hypotension  fol- 
lowing recommended  doses  occurs  more 
commonly  in  patients  who  are  also  afflicted 
by  other  medical  disorders  such  as  mitral 
insufficiency  or  pheochromocytoma,  and  par- 
ticular attention  should  be  paid  to  such  a 
possibility  although  this  has  not  been  observed 
with  Dartal. 

Adult  Dosage:  One  tablet  three  times  a day. 

Pro-Banthine®  15  mg. 

(propantheline  bromide) 
with 

Phenobarbital  15  mg. 

Warning:  May  be  habit-forming. 

For  Indications,  Contraindications,  Precau- 
tions, Side  Effects  and  Dosage  see  Pro-Ban- 
thine. In  addition,  phenobarbital  should  be 
administered  with  caution  to  patients  with 
liver  disease,  mental  disturbances  or  a signifi- 
cant degree  of  hypoxia. 

Pro-Banthine  P.A.® 

prolonged  acting  brand  of  propantheline  bromide 
For  Indications,  Contraindications,  Precau- 
tions and  Side  Effects  see  Pro-Banthine. 
Dosage  Form:  Capsule-shaped,  compression- 
coated,  peach  tablets  of  30  mg.  for  oral  use. 
Dosage:  The  recommended  initial  dosage  is 
one  tablet  in  the  morning  and  one  at  night. 
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Research  in  the  service  of  medicine. 
G.  D.  Searle  &Co.,  Chicago,  ill.  60680 


MEDICAL  LIBRARY  BOOKSHELF 


Birth  Defects:  Original  Article  Series: 

Part  I.  Human  Genetics,  hardbound,  128  pg., 
many  tables,  Price  $10.00 

Part  II:  Malformation  Syndromes,  hard- 
bound, 284  pages,  many  illustrations 
Price  $15.00 

Publisher:  The  National  Foundation  — March 
of  Dimes,  New  York,  N.  Y. 

Any  physician  who  engages  himself  in  advice 
to  young  people  or  parents  today  needs  a little 
bit  more  comprehension  of  human  genetics  than 
a passing  knowledge  of  Mendelian  Laws.  In  the 
last  15  years  probably  no  area  in  medicine  has 
made  a greater  progress  than  just  this  field. 

Human  Genetics  is  actually  the  transcript  of 
a Genetics  Institute,  held  in  December,  1967,  in 
Sacramento,  California;  but  it  was  designed  to 
summarize  those  aspects  of  genetics  as  they  now 
apply  to  patient  care.  The  book  is  easily  read- 
able, well  illustrated,  has  a good  glossary  and  is 
highly  recommended  to  those  who  want  to  in- 
form themselves  on  this  so  important  and  “hot” 
subject.  Especially  in  connection  with  such 
actual  or  imagined  problems  as  over  population, 
sterilization  and  abortion,  when  an  informed 
judgment  is  required  from  the  physician,  a post 
graduate  course  like  this  is  most  helpful.  Sorely 
missed  is  the  index. 

The  second  book  is  the  transcript  of  the  First 
Conference  on  Clinical  Delineation  of  Birth  De- 
fects, held  in  May,  1968,  in  Baltimore,  Maryland. 
One  of  the  main  contributors  was  Dr.  J.  M. 
Opitz,  who  is  known  to  South  Dakota  physicians 
by  his  excellent  presentation  of  malformation 
syndromes  two  years  ago  in  Watertown,  South 
Dakota. 

This  book  contains  30  presentations  of  rela- 
tively rare  malformation  syndromes  and  about 
20  single  case  reports,  all  well  illustrated  and 
superbly  described.  Any  hospital  which  has  a 
large  number  of  deliveries  should  have  the  book 
in  its  library  and  any  pediatrically  oriented 
physician  who  sees  a good  number  of  malformed 
children  should  read  the  book  and  keep  the  copy 
at  arms  length.  Of  particular  value  are  the  tables 


of  anomalies  grouped  by  core  patterns  which 
are  extremely  helpful  in  diagnosing  unknown 
or  rare  syndromes.  The  excellent  index  should 
be  mentioned.  The  price  for  the  books  is  more 
than  reasonable. 

When  available  in  the  hospital  library,  even 
an  occasional  look  into  these  books  by  a phys- 
ician who  is  usually  not  exposed  to  those  disease 
complexes  should  prove  quite  educational.  And 
if  it  is  only  to  surprise  your  friendly  pediatrician 
at  the  next  coffee  cup  consultation  with  the 
casual  remark:  “When  I saw  my  last  BBB  — 
syndrome  . . . . ” (Familial  telecanthus  with 
associated  congenital  anomalies). 

The  reading  of  these  books,  however,  is  es- 
pecially recommended  to  the  members  of  the 
South  Dakota  State  Medical  Society  Commis- 
sion on  Communications  and  the  Commission 
on  Liaison  with  Allied  Organizations  in  order 
that  they  may  learn  the  difference  between 
“genetic”  and  “generic”  names.  (S.D.J.  Med.  Vol. 
XXIII,  June,  1970,  pg.  48). 

E.  H.  Heinrichs,  M.D. 


Physicians  Wanted:  General  Practitioners 
needed  at  Sisseton,  South  Dakota,  the 
gateway  to  Northeastern  South  Dakota 
Lake  Region  Area.  New  32  bed  hospital 
presently  staffed  by  two  M.D.’s  following 
recent  retirement  of  a 3rd  member  of  the 
staff.  Community  has  110  bed  nursing 
home,  28  bed  Public  Health  Hospital  (con- 
tract held  by  present  MD’s),  new  $3V2  mil- 
lion high  school,  new  $1  million  elementary 
school,  new  $200,000  library.  Located  on 
1-29  Interstate  and  State  10,  4 state  parks 
and  30  lovely  lakes  within  25  miles,  ex- 
cellent fishing,  hunting,  golfing,  skiing, 
snowmobiling.  A very  progressive,  attrac- 
tive and  friendly  community  which  has 
displayed  strong  loyalty  to  the  present 
medical  staff  and  hospital.  This  has  reflec- 
ted above  average  revenue  and  income. 
Guaranteed  income  can  be  arranged.  Please 
contact  by  Collect  telephone  Dr.  H.  H. 
Brauer  or  Dr.  Edward  J.  Batt  612-698-7681, 
Sisseton,  South  Dakota. 
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Maintain  your  professional  image 


zJtCerck 

‘Prescription  Qhemicals 
G?  J^arcotics 

Many  prescriptions  such  as 
V ointments,  nose  drops  and 

cough  syrups,  to  mention  a few,  still 
require  the  know-how  of  a registered 
pharmacist.  Even  a casual  observer 
in  any  pharmacy  is  mightily  impressed 
when  he  sees  a prescription  being 
compounded.  There  is  an  intan- 
gible value  gained  bv  watching 
an  expert  at  work.  It 
instills  even  greater  respect 
and  confidence  for  the 
profession  and  the  man  who  has 
chosen  it  for  his  life’s  work. 
The  use  of  Merck  Prescription 
Chemicals  will  not  only  enhance 
your  professional  ability,  it  will 
establish  you  as  one  who  demands 
the  highest  quality  in  chemicals 
used  for  compounding. 
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RETENTION  OF  RECORDS  AFTER 
RETIREMENT 

In  addition  to  legal  requirements,  there  may 
be  good  reason  why  a physician  would  wish  to 
preserve  his  records  for  some  time.  In  many 
instances  the  patient  must  rely  upon  his  phys- 
ician and  his  physician’s  records  in  order  to 
establish  the  fact  that  he  did  receive  medical 
care  and  treatment  or  that  he  has  had  the 
services  of  a qualified  doctor  of  medicine.  With- 
out the  physician’s  records  the  physician  who 
rendered  the  care  would  be  unable  to  assist  his 
patient.  Thus,  in  the  best  interest  of  the  patient, 
the  physician  should  not  indiscriminately  dispose 
of  his  records  but  should  give  consideration  to 
the  type  of  practice  he  has  and  to  the  possible 
needs  of  his  patients. 

DISPOSAL  OF  RECORDS  AFTER 
RETIREMENT 

From  an  ethical  point  of  view  a physician  is 
under  no  obligation  to  turn  his  records  over  to 
his  patients.  In  the  best  interest  of  the  patient, 
however,  when  a physician  contemplates  mov- 
ing from  a community  or  retiring  from  practice, 
he  might  notify  the  patients  on  his  active  list  of 
the  fact  that  he  intends  to  leave  and  encourage 
the  patient  to  seek  the  services  of  some  other 
doctor  of  medicine.  The  physician  could  also  sug- 
gest that,  with  the  consent  of  the  patient,  ar- 
rangements can  be  made  to  permit  a succeeding 
physician,  designated  within  reasonable  time  by 
the  patient,  to  review  these  records.  In  this  way 
the  patient’s  best  interests  may  be  served. 

DISCLOSURE  OF  INFORMATION  TO 
INSURANCE  COMPANY  REPRESENTATIVE 

History,  diagnosis,  prognosis,  etc.,  acquired 
during  the  physician-patient  relationship  may 

Information  provided  by  Law  Department,  AMA, 

535  North  Dearborn,  Chicago,  111.  60610. 


be  disclosed  to  an  insurance  company  repre- 
sentative if  patient  has  consented  to  the  dis- 
closure. As  recognized  in  Section  10  of  the  Prin- 
ciples a physician’s  responsibilities  to  his  patient 
are  not  limited  to  the  actual  practice  of  med- 
icine. They  also  include  the  performance  of  some 
services  ancillary  to  the  practice  of  medicine. 
These  services  might  include  certification  that 
patient  was  under  the  physician’s  care  and  com- 
ment on  the  diagnosis  and  therapy  in  the  par- 
ticular case. 

CALIFORNIA  MAKES  "RISKY" 
UNAUTHORIZED  PRACTICE  A FELONY 

California  has  enacted  a statutory  provision 
making  the  unauthorized  practice  of  medicine  a 
felony  if  done  wilfully  under  circumstances 
which  cause  or  create  risk  of  great  bodily  harm, 
serious  mental  or  physical  illness,  or  death. 
Violation  of  the  provision  is  punishable  by  im- 
prisonment in  the  county  jail  for  not  exceeding 
1 year  or  in  the  state  prison  for  not  less  than  1 
year  nor  more  than  10  years.  In  the  absence  of 
wilful  action  creating  serious  risks,  the  un- 
authorized practice  of  medicine  is  a mis- 
demeanor. 

HOSPITAL'S  DISCRIMINATORY  POLICY 
NO  BAR  TO  TAX  EXEMPTION 

A nonprofit  hospital  was  entitled  to  an  order  I 
exempting  it  from  real  and  personal  property 
taxation  and  cancelling  a tax  assessment  that  ! 
had  been  levied  against  it,  the  Florida  Supreme 
Court  ruled.  The  hospital  met  all  of  the  statu- 
tory requirements  for  tax  exemption.  The  as- 
sessor exceeded  his  power  in  imposing  a con- 
dition for  tax  exemption  in  addition  to  those 
provided  by  the  statute.  His  action  was  there- 
fore invalid. 
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During  my  short  term  in  office  I have  heard  complaints  about  the  American  Medical  Associa- 
tion — its  mismanagement,  its  stagnation,  its  weakness,  and  other  unfavorable  comments. 

I have  now  had  the  privilege  of  attending  two  A.M.A.  conventions  and  observing  its  workings. 
Believe  me,  the  reference  committee  spend  many  hours  of  hard  work  in  hearings  on  various  reso- 
lutions submitted  — this  last  session  105.  For  example  at  the  June  Convention  nearly  a day  was  spent 
in  hearings  on  the  five  resolutions  submitted  regarding  abortion  legislation.  The  Committee  then 
writes  a report  which  is  taken  to  the  House  of  Delegates.  At  the  present  time  there  are  244  mem- 
bers in  the  House;  it  is  based  on  the  number  of  doctors  per  state.  South  Dakota  is  allotted  one 
member.  The  Committee’s  report  is  read  to  the  House  of  Delegates,  then  discussed,  then  amended, 
then  approved  or  rejected  or  referred  to  the  Board  of  Trustees.  The  A.M.A.  is  a thoroughly  demo- 
cratic organization,  it  is  you,  the  practicing  physicians  in  the  United  States,  all  of  whom  together 
make  up  the  A.M.A. 

The  House  of  Delegates,  which  is  you,  sets  policies  which  influence  all  of  us.  The  A.M.A.  is 
assuming  responsibility  of  providing  leadership  for  the  medical  profession  and  deserves  the  sup- 
port of  all  physicians.  The  Delegates  deserve  our  support  for  the  hours  of  time  devoted  for  our 
best  interest. 

The  A.M.A.  voices  opinions  adopted  by  its  200,000  members  in  the  health  care  field.  All  prac- 
ticing physicians  should  be  members  of  the  A.M.A.  as  we  must  work  as  an  united  group  for  the 
improvement  of  health  care. 

J.  Muggly,  M.D.,  President 
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Achrocidin  Tablets  and  Syrup 

Tetracycline  HC1— Antihistamine— Analgesic  Compound 

Each  tablet  contains:  ACHROMYCIN®  Tetracycline  HCI  125  mg.;  Phenacetin  120  mg.;  Caffeine  30  mg.;  Salicylamide  150  mg.;  Chlorothen  Citrate  25  mg. 


ACHROCIDIN  Tetracycline  HCI— Antihistamine— Analgesic  Compound  Tablets  and  Syrup  are  recommended  for  the  treatment 
of  tetracycline-sensitive  bacterial  infection  which  may  complicate  vasomotor  rhinitis,  sinusitis  and  other  allergic  diseases  of  the 
upper  respiratory  tract,  and  for  the  concomitant  symptomatic  relief  of  headache  and  nasal  congestion.  For  children  and  elderly 
patients  you  may  prefer  caffeine-free  ACHROCIDIN  Syrup.  Each  5 cc  contains:  ACHROMYCIN  Tetracycline  equivalent  to 
Tetracycline  HCI  125  mg.;  Phenacetin  120  mg.;  Salicylamide  150  mg.;  Ascorbic  Acid  (C)  25  mg.;  Pyrilamine  Maleate  15  mg. 


Contraindications:  Hypersensitivity  to  any 
component. 

Warning:  In  renal  impairment,  since  liver  tox- 
icity is  possible,  lower  doses  are  indicated;  dur- 
ing prolonged  therapy  consider  serum  level 
determinations.  Photodynamic  reaction  to  sun- 
light may  occur  in  hypersensitive  persons. 
Photosensitive  individuals  should  avoid  expo- 
sure; discontinue  treatment  if  skin  discomfort 
occurs. 

Precautions:  Drowsiness,  anorexia,  slight  gas- 
tiic  distress  can  occur.  In  excessive  drowsi- 
ness, consider  longer  dosage  intervals.  Persons 


on  full  dosage  should  not  operate  vehicles. 
Nonsusceptible  organisms  may  overgrow;  treat 
superinfection  appropriately.  Treat  beta- 
hemolytic  streptococcal  infections  at  least  10 
days  to  help  prevent  rheumatic  fever  or  acute 
glomerulonephritis.  Tetracycline  may  form  a 
stable  calcium  complex  in  bone-forming  tissue 
and  may  cause  dental  staining  during  tooth 
development  (last  half  of  pregnancy,  neonatal 
period,  infancy,  early  childhood). 

Adverse  Reactions:  Gastrointestinal— anorexia, 
nausea,  vomiting,  diarrhea,  stomatitis,  glossi- 
tis, enterocolitis,  pruritus  ani.  Skin— maculo- 


papular  and  erythematous  rashes;  exfoliative 
dermatitis;  photosensitivity;  onycholysis,  nail 
discoloration.  Kidney— dose-related  rise  in 
BUN.  Hypersensitivity  reactions— urticaria, 
angioneurotic  edema,  anaphylaxis.  Intracranial 
—bulging  fontanels  in  young  infants.  Teeth— 
yellow-brown  staining;  enamel  hypoplasia. 
Blood— anemia,  thrombocytopenic  purpura, 
neutropenia,  eosinophilia.  Liver— cholestasis  at 
high  dosage. 

Upon  adverse  reaction,  stop  medication  and 
treat  appropriately. 
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■ to  help  restore 
and  stabilize 
the  intestinal  flora 


Introduced  to  help  reestablish  the  normal  physiology  of  the 
intestinal  tract  in  gastrointestinal  disturbances1,  particularly 
diarrheas  (including  those  resulting  from  antibiotic  therapy), 
Lactinex  is  also  useful  for  reestablishing  the  flora  following  bowel 
surgery,  infant  colic,  mucous  colitis,  foul-smelling  stools,  pruritus 
ani,  flatulence  and  hives.2-3-4’5’6 


■ for  fever  blisters 
and  canker  sores  of 
herpetic  origin 


Lactinex  contains  a viable  mixed  culture  of  both  Lactobacillus 
acidophilus  and  L.  bulgaricus  with  the  naturally  occurring 
metabolic  products  produced  by  these  organisms. 

No  untoward  side  effects  have  been  reported  to  date. 

Literature  on  indications  and  dosage  available  on  request. 
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CHALLENGES  IN  RHEUMATOLOGY 


A TRIBUTE  TO  NOBEL  LAUREATE  PHILIP  HENCH,  M.D.,  F.A.C.P. 
By:  Gordon  S.  Paulson,  M.D.,  F.A.C.P. 


The  field  of  rheumatology  is  replete  with  chal- 
lenges for  the  physician  who  is  willing  and  pre- 
pared to  accept  them.  Willingness  implies  a 
readiness  to  conduct  a thorough  diagnostic  sur- 
vey, even  in  the  face  of  what  appears  to  be  the 
most  simple  and  obvious  case  of  arthritis,  and  a 
stubborn  refusal  to  make  hasty  judgments; 
while  the  word  “preparedness”  hints  that  many 
physicians  are  ill  prepared  to  approach  the  diag- 
nostic problems  posed  by  rheumatic  diseases, 
both  due  to  lack  of  interest  in  the  field  and  prob- 
ably more  to  lack  of  formal  training  in  the  basic 
principles  of  rheumatology.  This  field  is  a rapidly 
burgeoning  one,  as  more  and  more  formerly 
deeply  shrouded  mysteries  in  the  field  of  im- 
munology, bio-chemistry  and  related  subjects 
are  brought  to  light.  It  is  obvious  that  the  better 
the  physician  is  oriented  in  this  field,  the  more 
excitement  he  will  experience  in  applying  what 
he  knows  to  cases.  As  a German  physician  of 
the  last  century  put  it,  “one  sees  what  one 
knows”;  it  is,  of  course,  clear  that  one  will  not 
recognize  things  with  which  he  is  not  familiar. 
My  misgiving  as  to  the  general  level  of  interest 
and  knowledge  concerning  rheumatic  disease 
is  shared  by  Talbott,  who  in  1964  wrote  the 
following:  “Undoubtedly  a portion  of  the  blame 
rests  upon  those  who  are  responsible  for  the 
teaching  of  arthritis  in  medical  schools  and  in 
hospitals.  Lack  of  interest  by  teachers  of  med- 
icine in  the  several  arthritidies  is  apparent  to 
many  critical  observers.  More  recently  a de- 
featist attitude  on  the  part  of  the  physician,  and 
shared  by  the  patient  himself,  has  kept  the  sub- 
ject of  joint  disease  from  receiving  much  atten- 
tion in  the  medical  curriculum.  Because  of  sev- 
eral effective  forces,  however,  this  point  of  view 


is  losing  ground  rapidly  and  in  the  foreseeable 
future  will  be  replaced  by  putting  the  proper 
emphasis  on  diagnosis  and  treatment  of  the  sev- 
eral common  types  of  arthritis.”9 

It  is  my  hope,  therefore,  to  attempt  to  define 
the  field  of  rheumatology  and  then  to  dwell  at 
considerable  length  on  a number  of  very  basic 
principles  which  must  be  appreciated  by  the 
physician  before  he  can  experience  the  thrills 
which  lie  dormant  in  this  field,  and  share  the 
benefits  thus  derived  with  his  patients.  It  is  my 
intention  not  to  bring  to  you  “what  is  new  in 
arthritis”  but  to  renew  our  knowledge  of  what 
is  old,  time-tested  and  reliable,  but  what  I feel 
is  often  poorly  appreciated. 

I intend  deliberately  to  de-emphasize  labora- 
tory procedures  because  of  my  firm  conviction 
that  most  decisions  in  the  field  of  rheumatology 
can  and  should  be  made  at  the  bedside.  Many  of 
the  important  pearls  of  wisdom  and  knowledge 
that  are  being  uncovered  by  recent  laboratory 
researches  in  this  field  do,  of  course,  add  a new 
dimension  to  the  understanding  of  rheuma- 
tologic  problems,  and  I shall  allude  to  some  of 
them.  I believe,  however,  that  the  bedside  ap- 
proach to  most  problems  in  this  field  will  yield 
much  more  than  the  average  person  realizes. 
New  laboratory  findings  which  are  being  dis- 
covered from  day  to  day  are  useful  if  interpreted 
correctly,  but  the  same  observations  may  be  mis- 
leading if  they  are  improperly  interpreted  or  if 
they  are  removed  from  the  context  of  the  clin- 
ical picture.  I have  no  intention  of  denigrating 
many  of  the  remarkable  new  developments  in 
the  laboratory  approach  to  rheumatology,  but 
simply  make  the  plea  that  laboratory  techniques 
supplement  the  old  fashioned  clinical  approach 
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and  do  not  usurp  the  role  of  reliable  bedside 
methods. 

As  this  discussion  progresses,  I shall  find  fre- 
quent occasion  to  refer  to  the  late  Nobel 
Laureate  Philip  Hench.  Dr.  Hench  is  known 
most  widely  for  his  brilliant  deductive  reasoning 
which  led  from  the  recognition  that  the 
crippling  effects  of  rheumatoid  disease  are  re- 
versible when  influenced  by  pregnancy  and 
jaundice,  to  the  sensational  announcement  of 
Compound  E or  Cortisone  to  the  world  in  about 
1950.3  It  was  my  privilege  to  have  studied  under 
this  versatile,  tireless  and  gifted  man  who  was 
able  to  see  the  hidden  challenges  in  the  there- 
tofore rather  unglamorous  field  o f rheuma- 
tology, and  to  observe  his  methods.  Long  before 
his  discovery  of  Cortisone,  Dr.  Hench  was  recog- 
nized as  an  eminent  rheumatologist.  He  devised 
a system  of  basic  rules  in  rheumatology  which 
became  known  to  his  associates  and  students 
as  “Hench’s  axioms.”  Unfortunately,  but  in 
keeping  with  the  humility  of  the  man,  they  were 
never  published,  but  have  had  to  be  passed  on  to 
his  medical  progeny  by  word  of  mouth.  They  did 
not  die  with  the  demise  of  Dr.  Hench,  however, 
but  have  continued  to  be  reliable  guideposts  to 
many  of  his  students.  Even  though  I have  no 
written  record  of  his  axioms,  I shall  attempt  to 
retrieve  as  many  of  these  as  I can  from  memory 
and  relate  them  to  the  problems  at  hand.  I am 
sure  that  much  of  what  I have  to  say  about  basic 
principles  originated  with  Dr.  Hench,  whether 
they  were  originally  formulated  as  a part  of  his 
axioms  or  not. 

A few  more  words  about  the  remarkable  Dr. 
Hench.  He  was  not  only  an  astute  physician  and 
authority  on  gout  and  other  rheumatic  diseases, 
but  was  one  of  the  world’s  authorities  on  the 
history  of  yellow  fever.  He  had  the  misfortune 
of  having  a cleft  palate  with  its  characteristic 
speech  impediment.  He  accepted  the  challenge 
presented  by  his  speech  impediment  with  equan- 
imity, however,  and  with  his  characteristic 
verve  and  energy,  became  an  eloquent  and  con- 
vincing speaker.  On  only  one  occasion  with 
which  I am  familiar  did  he  make  an  apparent 
retreat  from  the  challenge  confronting  him;  and 
this  was  dictated  by  his  humanitarian  considera- 
tions. Whether  apocryphal  or  not,  the  story  has 
it  that  a man  with  a cleft  palate  approached  Dr. 
Hench  on  the  street  and  asked  directions.  In  his 
compassion  for  the  stranger,  Dr.  Hench  turned 
his  back  and  walked  away.  When  he  told  of  this 
event  to  his  friends,  he  said  “I  did  not  want  the 
poor  fellow  to  think  I was  trying  to  imitate 


him.”  Such  a man  was  Philip  Hench.  I should 
like  to  regard  this  presentation  as  a tribute  to 
the  late  Nobel  Laureate,  Philip  Hench,  a phys- 
ician in  the  noblest  sense  of  the  word. 

As  one  attempts  to  define  the  field  of  rheu- 
matology, he  is  immediately  confronted  by  the 
fact  that  this  is  a wide  field  with  ill  defined 
limits.  It  is  a field  that  overlaps  considerably 
with  almost  all  other  fields  of  medicine,  and  to 
define  it  as  the  field  that  deals  with  disorders  of 
the  joints  would  be  overly  simplistic.  I think 
that  we  would  agree,  however,  that  the  field 
as  most  of  us  conceive  of  it  is  chiefly  concerned 
with  disorders  of  the  joints  and  more  specifically 
the  various  arthropathies.  In  its  broadest  sense, 
however,  it  includes  many  diverse  conditions 
such  as  vascular  disease,  dysproteinemias,  and 
auto-immune  disorders,  some  of  which  actually 
may  be  the  disease  of  which  arthritis  is  the 
symptom.  If  one  peruses  some  of  the  larger  text- 
books of  rheumatology,4  The  Bulletin  of  Rheu- 
matic Diseases,  or  the  Annual  Rheumatism  Re- 
view, one  is  rather  astonished  to  find  a number 
of  conditions  described  which  seem  by  no  stretch 
of  the  imagination  to  have  anything  to  do  with 
rheumatism.  One  encounters  lupoid  hepatitis, 
because  this  is  believed  to  be  an  auto-immune 
disorder  just  as  rheumatic  disease  itself  is  be- 
lieved to  be  an  auto-immune  disorder.  One  finds 
temporal  arteritis  which  might  have  seemed  out 
of  place  in  a book  on  rheumatology  a few  years 
ago,  but  which  recently  has  become  appreciated 
as  probably  identical  with  the  now  rather  fash- 
ionable disease  called  polymyalgia  rheumatica. 
I have  no  doubt  that  the  field  encompassed  by 
the  word  rheumatology  will  expand  more  into 
such  fields  as  bio-chemistry,  immunology,  etc., 
as  more  discoveries  are  made.  In  its  most  widely 
understood  context,  rheumatology  refers  to  the 
study  and  treatment  of  disorders  of  the  joints 
and  as  such  it  enjoys  the  prestige  of  recognition 
as  a subspecialty  in  medicine.  It  is  doubtful  in 
my  mind  that  such  recognition  as  a bona  fide 
specialty  is  warranted.  This  would  appear  to  be 
the  only  subspecialty  which  deals  pre-eminently 
with  symptoms  or  manifestations  of  systemic 
diseases  or  disorders  arising  in  other  organs,  sys- 
tems or  tissues.  One  might  reason  that  because 
of  the  fact  that  these  diseases  should  already  be 
included  with  other  subspecialties,  there  would 
be  little  reason  for  recognition  of  rheumatology 
as  a subspecialty  in  its  own  right.  Be  that  as  it 
may,  however,  rheumatology  is  recognized  as 
a subspecialty  and  such  recognition  does  serve 
a useful  purpose.  If  “necessity  is  the  mother  of 
invention,”  there  must  have  been  a necessity 
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for  the  separation  of  rheumatology  from  the 
mainstream  of  medicine  if  for  no  other  reason 
than  that  this  field  had  been  so  sorely  neglected 
in  the  past. 

We  rather  glibly  refer  to  any  joint  disease  as 
arthritis,  implying  that  all  joint  diseases  are  in- 
flammatory. This,  of  course,  is  not  true,  and  the 
less  specific  term,  arthropathy,  meaning  dis- 
order of  a joint,  would  probably  be  more  appro- 
priate. It  would  be  reasonable  to  state  at  this 
point  that  no  one  should  be  deserving  of  being 
considered  a good  rheumatologist  who  is  not 
firmly  grounded  in  most  other  disciplines  of 
medicine;  likewise,  no  one  can  be  expected  to 
be  effective  as  a subspecialist  in  another  field 
who  does  not  have  some  basic  orientation  in 
rheumatology.  The  physician  who  wishes  to 
practice  as  a specialist,  or  for  that  matter  as  a 
physician  at  all,  should  be  considered  a consum- 
mate or  “compleat”  physician  in  the  sense  of 
Izaak  Walton’s  “Compleat  Angler”  or  Davidson’s 
“Compleat  Pediatrician”  if  for  no  other  reason 
than  that  his  foremost  qualification  should  be 
the  ability  to  recognize  his  special  field  of  in- 
terest when  he  sees  it  and  to  correlate  it  with 
medicine  as  a whole.  Some  of  the  most  difficult 
and  basic  diagnostic  problems  in  medicine  gen- 
erally revolve  around  the  recognition  of  what 
type  of  problem  exists.  One  cannot  escape  the 
fact  of  the  impressive  overlap  between  diseases 
of  the  joints  and  those  involving  other  tissues. 
I like  to  recall  a remark  made  by  a neurologist 
friend  who  once  told  me  “I  consider  myself  a 
physician  first  and  foremost,  and  a neurologist 
secondarily.”  The  same  line  of  thinking  should 
certainly  be  appropriately  applied  to  rheuma- 
tology. 

It  should  also  become  obvious  to  anyone  who 
takes  the  study  of  rheumatology  seriously  that 
herein  are  locked  some  of  the  most  tantalizing 
mysteries  in  medicine.  Any  attempt  to  stay  up 
to  date  in  rheumatology  brings  us  face  to  face 
with  auto-immunology,  molecular  biology  and 
some  of  the  most  exotic  and  erudite  concepts  in 
medicine,  many  of  which  are  just  beginning  to 
become  recognized  by  our  profession.  I am 
tempted  to  compare  the  obvious  parts  of  rheu- 
matology, that  is,  the  arthritis  itself  and  the  in- 
numerable occult  mysteries  of  these  disorders, 
to  an  iceberg  which  lies  more  than  half  sub- 
merged in  water.  The  most  obvious  part  of  the 
total  disease  is  that  which  the  patient  notices 
and  which  brings  him  to  the  doctor  — or  in  other 
words,  the  “arthritis.”  Beneath  the  surface,  how- 
ever, lies  a vast  store  of  additional  methods  and 


information  about  the  total  disease  which  the 
physician  should  be  able  to  interpret.  Just 
beneath  the  surface  are  such  methods  as  the 
taking  of  a history  and  physical  examination, 
the  importance  of  which  is  not  obvious  to  the 
average  patient,  but  which  should  be  obvious 
and  easy  for  any  physician;  and  such  readily 
available  techniques  as  the  chest  x-ray  which 
often  sheds  light  on  problems  of  rheumatology. 
More  deeply  submerged,  however,  is  the  huge 
mass  of  unknown  facts  dealing  with  im- 
munology and  bio-chemistry,  out  of  which 
milieu  little  is  known,  but  from  which  new  dis- 
coveries, such  as  the  latex  fixation  test  and  ab- 
normal protein  electrophoretic  patterns  occas- 
ionally bob  to  the  surface,  still  leaving  the  most 
submerged  parts,  the  unknown  information 
which  remain  a fertile  field  for  continuing  re- 
search. 

A few  more  words  might  be  said  in  describing 
this  all  important  close  relationship  between 
rheumatology  and  other  fields  of  medicine. 
Sometimes  the  overlap  is  so  broad  that  there 
seems  to  be  no  mistake  about  it.  Witness  rheu- 
matoid disease  and  immunology.  Many  believe 
that  rheumatoid  disease  is,  itself,  an  auto- 
immune disorder.  In  other  cases,  the  overlap 
is  a more  tenuous  and  almost  fortuitous  rela- 
tionship, such  as  that  between  psoriatic  arthritis 
and  psoriasis.  One  could  go  on  and  on  pointing 
out  overlaps  between  rheumatology  and  other 
classes  of  illness.  We  have  psychogenic  rheu- 
matism in  which  articular  symptoms,  though 
not  objective  findings,  are  explainable  on  psy- 
chiatric or  emotional  bases.  We  have  rheumatic 
fever,  in  which  the  articular  symptoms  are  im- 
portant only  as  danger  signals,  but  in  which  the 
cardiovascular  symptoms  and  findings  can  be 
life  threatening.  We  have  the  arthritis  or  arthro- 
pathy associated  with  tuberculosis  such  as  Pon- 
cet’s  disease;  and  sarcoid  and  other  intrathoracic 
disease  in  which  the  articular  symptoms  and 
manifestations  again  appear  to  be  only  the 
small  part  of  the  iceberg  which  shows  above 
the  surface.  Pulmonary  osteoarthropathy  is  an- 
other joint  disorder  which  can  be  the  clue  which 
leads  to  the  diagnosis  of  intrathoracic  disease. 
We  see  cases  in  which  articular  manifestations 
are  the  first  indications  of  such  hematologic  dis- 
orders as  leukemia,  hemolytic  anemia,  lym- 
phoma, agnogenic  metaplasia,  etc.  Sometimes 
the  diagnosis  of  gout  is  made  upon  a perfectly 
sound  basis  such  as  typical  gouty  attacks  and 
elevated  blood  uric  acid  levels,  but  the  under- 
lying leukemia,  hemolytic  anemia,  or  polycy- 
themia is  not  recognized.  In  these  cases,  the 
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hematologic  disorder  is  much  more  important 
to  the  patient  and  the  prognosis  is  dependent 
upon  the  blood  disorder,  rather  than  the  symp- 
tomatic gout.  We  are  all  familiar  with  arthritis 
which  sometimes  is  a presenting  symptom  in 
such  gastro-intestinal  disorders  as  regional  en- 
teritis, chronic  ulcerative  colitis,  Whipple’s  dis- 
ease, etc.  Sometimes  a single  joint  appears  to 
be  the  locus  in  which  a systemic  infection 
manifests  itself.  And  of  course  not  to  be  for- 
gotten are  Neisserian  and  tuberculous  infec- 
tions. Kelly,  Coventry  and  Martin6  have  recently 
pointed  out  that  the  relative  scarcity  of  septic 
arthritis  increases  the  danger  of  missing  the 
diagnosis  of  this  condition,  which  does  exist,  the 
diagnosis  often  obscured  by  steroids.  The  urol- 
ogist often  finds  his  path  crossing  that  of  the 
rheumatologist  when  confronted  with  gono- 
coccal arthritis  or  Reiter’s  syndrome.  Diabetics 
with  severe  diabetic  neuropathy  may  develop 
neuropathic  joints  similar  to  Charcot  joints.  The 
neurologist  finds  that  he  has  a very  special  in- 
terest in  osteoarthritis  of  the  spine  when  he 
deals  with  the  vast  and  fascinating  spectrum  of 
pain  syndromes  involving  the  head,  neck,  chest 
and  arms  due  to  nerve  root  compression;  when 
he  deals  with  spinal  cord  compression  due  to 
cervical  spondylosis;  and  when  he  recognizes 
the  fact  that  even  the  vertebral  artery  insuf- 
ficiency syndrome  can  be  caused  by  cervical 
spondylosis  and  can  be  diagnosed  and  treated  by 
methods  possessed  only  by  the  neurosurgeon. 
(The  study  of  the  cervical  portion  of  the  spinal 
cord  can  almost  be  elevated  to  the  status  of  a 
subspecialty  in  itself,  as  has  been  so  well  dis- 
cussed in  a full  scale  monograph  by  Lord 
Brain.)2  The  ophthalmologist  finds  cases  of 
choroiditis,  uveitis,  etc.,  which  are  related  in 
many  cases  to  such  disorders  as  rheumatoid 
disease. 

What  I hope  to  accomplish  during  this  presen- 
tation is  to  stimulate  a new  appreciation  of  the 
many  subtleties  in  the  study,  diagnosis  and  treat- 
ment of  joint  diseases  and  related  problems;  to 
point  out  their  complexities  in  many  cases;  and 
to  outline  to  you  what  I consider  a properly 
thorough  and  discerning  diagnostic  approach  to 
problems  in  the  field  of  rheumatology.  Patients 
with  rheumatologic  disorders  must  not  be 
treated  as  second  class  medical  citizens,  and  be 
cavalierly  dismissed  with  a few  words  and  an- 
other trial  from  the  latest  sample  bottle,  but 
deserve,  and  indeed  require,  infinitely  more 
painstaking  and  conscientious  workups  than 
many  other  types  of  disease.  I suspect  that  the 
physician’s  desk  with  the  physician  sitting  on 


one  side  and  the  patient  on  the  other  side  often 
constitutes  an  intellectual  as  well  as  a physical 
barrier  in  handling  patients  with  arthritis  on 
their  numerous  return  visits.  It  would  appear 
that  the  ideal  goal  of  a painstaking  and  con- 
scientious workup  is  seldom  attained. 

As  in  a symphony,  I propose  to  have  a theme 
and  to  introduce  it  in  the  form  of  a set  of  six 
basic  principles  which  should  govern  our  think- 
ing in  resolving  rheumatologic  problems.  Fol- 
lowing the  introduction  of  the  theme  and  still 
in  keeping  with  my  musical  analogy,  I expect  to 
develop  and  redevelop  the  theme  in  different 
contexts,  just  as  the  symphonic  theme  appears 
again  and  again  in  different  melodics.  I am  sure 
that  many  of  the  points  brought  out  in  these 
“basic  principles”  reflect  the  teachings  of  Dr. 
Hench,  although  they  are  not  intended  to  be 
exact  reduplications  of  his  axioms.  To  some, 
these  basic  principles  might  seem  to  be  obvious, 
elementary  and  hardly  worth  repeating.  From 
my  observation,  however,  I suspect  that  they 
are  often  not  fully  appreciated,  and  if  they  are 
but  kept  in  mind,  fewer  errors  will  be  made  in 
this  field  of  medicine. 

My  theme,  therefore,  will  be  presented  in  the 
form  of  six  arbitrarily  selected  basic  principles 
as  follows,  after  which  they  will  be  developed 
in  depth: 

I.  BASIC  PRINCIPLE  NUMBER  ONE:  Don’t 
accept  any  diagnosis  of  arthritis  including  the 
patient’s  own  diagnosis,  or  that  of  a colleague, 
without  confirming  it  according  to  your  own 
standards.  The  patient’s  statement  “I  have 
arthritis”  is  not  an  adequate  history. 

II.  BASIC  PRINCIPLE  NUMBER  TWO: 
Carefully  distinguish  between  arthralgias  and 
arthritidies. 

III.  BASIC  PRINCIPLE  NUMBER  THREE: 
At  all  times  keep  in  mind  the  many  areas  of 
overlap  between  rheumatology  and  other  fields 
of  medicine.  Consider  rheumatic  disorders  as 
symptoms  of  other  disorders  until  proved  other- 
wise. 

IV.  BASIC  PRINCIPLE  NUMBER  FOUR: 
Make  sure  objective  findings  adequately  and 
appropriately  explain  the  subjective  symptoms. 

V.  BASIC  PRINCIPLE  NUMBER  FIVE:  Be 
cautious  in  interpreting  x-ray  and  laboratory 
findings  and  beware  of  permitting  spurious 
diagnoses  which  sometimes  change  the  course 
of  a patient’s  life,  prejudicing  his  employability 
and  insurability,  to  be  contingent  upon  single 
x-ray  or  laboratory  observations. 
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VI.  BASIC  PRINCIPLE  NUMBER  SIX:  In 
your  study  of  a patient  suspected  of  having  a 
rheumatic  disorder,  keep  an  open  mind  and  be 
prepared  to  reach  one  of  several  conclusions 
which  will  be  outlined  further  below,  but  which 
include  the  possibility  of  no  organic  disease  at 
all:  no  arthritis  at  all;  primary  arthritis  such  as 
osteoarthritis  or  traumatic  arthritis;  true  arth- 
ritis which  is  secondary  or  symptomatic  of  an- 
other disease  or  of  systemic  disease;  the  possi- 
bility of  finding  other  painful  diseases  capable 
of  mimicking  arthritis;  and  the  possibility  of 
reversible  rheumatic  reactions  which  should  not 
be  labeled  arthritis. 

And  now  to  amplify  BASIC  PRINCIPLE 
NUMBER  ONE  which  demands  that  the  phys- 
ician base  his  diagnosis  upon  his  own  history 
and  physical  examination  rather  than  accepting 
anyone  else’s  unconfirmed  opinion.  I shall  not 
belabor  the  importance  of  a history  and  phys- 
ical, as  they  are  basic  requirements  expected  of 
all  who  practice  medicine.  I should  like,  how- 
ever, to  draw  attention  to  the  special  import- 
ance that  some  components  of  the  history  have 
as  they  relate  to  the  problems  of  rheumatology. 
There  is  no  doubt  in  my  mind  that  the  taking 
of  a meaningful,  concise  history  is  the  very  quin- 
tessence of  the  art  of  medicine  and  failure  to 
appreciate  this  dogma  accounts  for  more  errors 
than  in  any  other  area  in  medicine  including, 
most  emphatically,  rheumatology.  Often  this  is 
overlooked,  especially  by  the  recently  trained, 
laboratory  oriented  physician. 

The  age  of  the  patient  is  important  particu- 
larly in  rheumatic  fever.  It  must  be  appreciated, 
however,  that  rheumatic  fever  does  appear  in 
adults  as  well  as  in  children.  It  must  likewise  be 
appreciated  that  some  cases  of  acute  rheumatoid 
arthritis  are  very  difficult  to  distinguish  from 
rheumatic  fever.  The  sex  of  the  patient  is  im- 
portant in  that  gout  is  20  times  more  frequent 
in  males  than  it  is  in  females;  rheumatoid  dis- 
ease is  more  common  in  females  than  males;  and 
ankylosing  spondylitis  is  three  or  four  times  as 
common  in  males  as  it  is  in  females.  Both  Dr. 
Hench,  about  thirty  years  ago,  and  Dr.  Talbott, 
about  five  years  ago,9  called  attention  to  the 
fact  that  gout  is  about  20  times  more  frequent 
in  males  than  it  is  in  females,  and  the  ratio  has 
not  changed.  In  one  of  Hench’s  axioms,  he  ad- 
vised caution  in  making  the  diagnosis  of  gout 
in  the  female. 

When  dealing  with  such  unusual  causes  of 
joint  diseases  as  sarcoid  and  sickle  cell  disease, 
the  race  of  the  patient  assumes  importance.  A 


history  of  a recent  serious  illness  such  as  a myo- 
cardial infarction  or  a cerebral  vascular  accident 
followed  by  rheumatic  changes  in  an  upper  ex- 
tremity should  suggest  the  shoulder-hand  syn- 
drome which  certainly  must  be  included  in  the 
field  of  rheumatology,  but  which  has  a far  dif- 
ferent significance  than  most  rheumatologic 
problems. 

Sometimes  I believe  there  is  a tendency  for 
the  most  obvious  causes  of  bone  and  joint  pains 
to  be  overlooked,  too  simple  to  be  uncovered 
by  the  recently  ordained  professional,  proudly 
wearing  his  “M.D.,”  for  all  to  see.  Sometimes 
changes  in  occupation  or  changes  in  the  type  of 
shoes  being  worn  will  explain  pains  in  the  lower 
extremities  which  might  be  ascribed  to  arthritis. 
These  individuals  might  require  different  shoes 
or  arch  supports,  rather  than  drugs  for  arthritis. 
These  are  very  important  causes  which  can  be 
overlooked  and  pave  the  way  for  erroneous  diag- 
noses of  arthritis. 

Recent  exposure  to  unusually  cold  or  humid 
conditions  or  the  history  of  recent  flu  might 
explain  joint  manifestations,  including  both 
arthralgias  and  arthropathies,  without  justifying 
the  diagnosis  of  true  arthritis.  I believe  that  the 
physician  should  not  be  reluctant  to  describe  a 
symptom  complex  as  a “rheumatic  manifes- 
tation or  reaction,  cause  undetermined,”  rather 
than  to  attempt  to  establish  a diagnosis  which 
does  not  exist.  During  the  war,  I had  the  per- 
sonal experience  of  sleeping  on  the  ground  in 
southern  Italy  for  several  weeks  in  the  month 
of  March  when  it  is  not  very  warm,  even  over 
there,  followed  by  pain,  limitation  of  motion,  and 
swelling  of  one  knee,  which  lasted  for  several 
weeks.  I feared  that  this  might  be  the  first 
sign  of  a long  crippling  disease,  but  the  signs 
and  symptoms  disappeared  with  the  advent  of 
warm  weather  and  have  never  recurred. 

Confronted  with  such  non-specific  rheumatic 
reactions,  the  physician  should  not  label  it 
“arthritis”  because  of  the  serious  prognostic 
portent  involved.  Reassurance  is  one  of  the  most 
appreciated  gifts  we  have  to  offer,  and  such  cir- 
cumstances as  these  just  described  provide  the 
perfect  opportunity  for  giving  such  reassurance. 

Clinical  pictures  identical  with  that  of  rheu- 
matoid arthritis  and  lupus  erythematosus  have 
been  described  following  the  ingestion  of  birth 
control  pills,  Hydralazine,  rubella  vaccine  and 
by  the  occasional  antiphylactic  reaction  follow- 
ing Penicillin.  No  doubt  other  drugs  could  be 
added  to  this  list.  A urologic  colleague  of  mine 
has  told  me  that  Furadantin  can  produce  arth- 
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ralgias  which  are  reversible  when  the  drug  is 
withdrawn.  In  this  group  of  problems  which  I 
like  to  call  “rheumatic  reaction,  cause  known 
(or  unknown),”  the  manifestations,  be  they  arth- 
ralgias or  arthropathies,  appear  to  be  reversible 
once  the  cause  is  removed.  They  hardly  merit 
the  label  “arthritis.”  Failure  to  recognize  this 
element  in  the  history  might  lead  to  the  in- 
accurate diagnosis  of  arthritis,  causing  unneces- 
sary physical  and  mental  suffering  on  the  part 
of  the  patient,  and  again  causing  much  unneces- 
sary harm  concerning  employability  and  insur- 
ability. 

Response  of  the  symptoms  presented  in  the 
history  to  previous  attempts  at  therapy  such  as 
aspirin  is  important  to  evaluate.  If  the  patient 
states  that  his  symptoms  failed  to  respond  to 
aspirin,  it  is  important  to  determine  whether 
the  patient  is  referring  to  one  aspirin  a day  or 
three  or  four  aspirins  every  four  hours,  as  is 
sometimes  justified  and  indicated.  Hench,  in  one 
of  his  axioms,  cautioned  against  making  a diag- 
nosis of  arthritis  in  instances  where  ordinarily 
effective  doses  of  aspirin  did  not  produce  relief 
or  in  which  opiates  became  necessary  to  provide 
relief.  He  had  in  mind  in  such  instances  that  the 
physician  should  give  a second  look,  making 
sure  that  there  is  no  evidence  of  other  disease 
processes  causing  pain  such  as  osteoporosis, 
nerve  root  pain,  the  intervertebral  disc  syn- 
drome and  bone  metastases  which  certainly  can- 
not be  diagnosed  “arthritis.” 

The  recognition  of  neurotic  traits,  evidences 
of  depression  and  other  functional  disturbances 
in  the  history  are  sometimes  clues  that  lead  to 
the  diagnosis  of  psychogenic  rheumatism.  In 
these  instances,  it  is  usually  possible  from  the 
history  alone  to  determine  that  the  complaints 
of  which  the  patient  complains  are  arthralgias 
rather  than  true  arthropathies.  Dr.  Hench  drew 
a meaningful  analogy  between  the  disease  activ- 
ity in  arthritis  and  the  pyrotechnic  activity  in  a 
forest  fire  when  explaining  psychogenic  rheu- 
matism. Dr.  Hench  would  state  that  if  one  were 
told  that  a fire  were  burning  in  a certain  forest, 
he  would  expect  to  go  to  that  forest  and  find 
flames,  smoke  and  charred  timber.  If  he  did  not 
find  any  of  these,  he  would  have  a right  to  sus- 
pect that  a fire  had  never  occurred.  Likewise, 
Dr.  Hench  would  explain  that  if  we  examine  a 
patient  and  find  no  evidence  of  activity  of  the 
disease  in  the  form  of  tenderness,  swelling,  or 
limitation  of  motion  of  the  joints,  we  have  the 
right  to  assume  that  the  patient  does  not,  and 
with  rare  exceptions,  did  not  have  an  actual 


arthritis.  In  these  cases,  he  was  prone  to  make  a 
diagnosis  of  psychogenic  rheumatism  if  other 
more  serious  lesions  involving  the  muscular 
skeletal  system  had  been  ruled  out. 

The  history  should  certainly  describe  the  pat- 
tern of  exacerbations  and  remissions  of  joint  in- 
volvement. Joint  involvement  which  occurs  in 
acute  exacerbations  followed  by  complete  re- 
missions is  consistent  with  gouty  arthritis, 
palindromic  rheumatism  and  rheumatic  fever. 
Migratory  joint  involvement  suggests  rheumatic 
fever.  Bony  involvement  which  is  permanent 
and  which  shows  little  change  from  time  to  time 
is  consistent  with  osteoarthritis;  while  bony  in- 
volvement, synovial  thickening  and  swelling  of 
the  soft  tissues  around  the  joints  with  exacer- 
bations and  incomplete  remissions  are  consistent 
with  rheumatoid  disease.  Crepitus  or  creaking 
in  the  joints  is  most  consistent  with  osteoarth- 
ritis. A description  of  the  pattern  of  exacer- 
bations and  remissions  of  joint  involvement 
should  therefore  be  included  in  every  history 
and  be  expected  to  tell  much  as  to  what  type  of 
joint  disease  exists. 

Another  important  feature  of  the  history 
should  be  a description  of  which  joints  are  in- 
volved. Osteoarthritis  involves  both  proximal 
and  distal  interphalangeal  joints  of  the  hands, 
producing  the  familiar  Heberden’s  nodes,  as  well 
as  the  weight  bearing  joints,  such  as  the  hips 
and  knees.  Rheumatoid  arthritis  involves  the 
proximal  interphalangeal  joints  but  usually 
spares  the  distal  interphalangeal  joints  of  the 
hands.  Psoriatic  arthritis  resembles  rheumatoid 
arthritis  but  involves  the  distal  interphalangeal 
joints  as  well  as  the  proximal  interphalangeal 
joints.  One  might  argue  that  a history  which 
contains  all  the  fine  details  of  which  joints  are 
involved  and  which  way  they  are  involved  is 
impractical.  It  is  practical,  however,  if  the  joints 
are  described  in  groups  rather  than  as  individual 
joints.  Dr.  Hench  made  a plea  in  one  of  his 
axioms  to  be  cautious  of  making  the  diagnosis  of 
gout  involving  the  axial  joints,  such  as  the  spine, 
shoulders  and  hips  because  gouty  arthritis  al- 
most invariably  is  confined  to  the  peripheral 
joints. 

It  is  taken  for  granted  that  a history  should 
describe  other  system  involvement,  if  such 
exists,  such  as  urologic,  gastro-intestinal,  neuro- 
logic or  other  symptoms  — often  picked  up  in 
a thorough  system  review. 

I recently  reviewed  a number  of  hospital 
charts  in  which  one  or  another  form  of  arthritis 
was  included  in  the  final  diagnosis.  Generally  I 
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was  mildly  appalled  at  the  lack  of  historical  ma- 
terial in  the  history  supporting  the  diagnosis. 
In  most  cases,  the  only  statement  in  the  history 
referring  to  the  diagnosis  was  something  like 
this:  “The  patient  has  had  arthritis  for  several 
years”;  or  “The  patient  has  had  gout  for  many 
years.”  There  had  been  no  attempt  to  describe 
the  symptoms,  pattern  of  exacerbations  and  re- 
missions, joints  involved,  the  nature  of  involve- 
ment, the  response  to  earlier  treatment  and 
other  features  which  I have  tried  to  outline 
above. 

As  far  as  the  physical  examination  is  con- 
cerned, the  examination  should  be  as  thorough 
and  complete  as  any  other  physical  examination, 
but  there  should  be  special  mention  of  objec- 
tive findings  pertaining  to  the  joints.  Again  in 
my  review  of  hospital  charts,  I was  dismayed  at 
the  lack  of  descriptive  material  referable  to  the 
joints  in  the  physical  examination,  even  when 
the  final  diagnosis  made  reference  to  a specific 
type  of  arthritis.  Frequently,  there  was  no  men- 
tion of  the  joints  at  all  in  the  physical  examina- 
tion. The  physical  examination  as  far  as  the 
joints  are  concerned  should  indicate  which  joints 
are  involved,  how  they  are  involved,  and  how 
much  they  are  involved.  Sometimes  care- 
ful analysis  shows  that  it  is  not  the  joints 
at  all,  but  muscles  and  bones,  that  are  the 
cause  of  pain.  If  this  is  the  case,  arthritis  does 
not  exist.  Dr.  Hench  taught  his  students  to 
record  and  describe  joint  involvements  as  ob- 
jectively as  possible  using  the  tabulation  in 
Figure  1.  This  form  can  be  filled  out  very 
quickly  and  accurately  and  can  supply  abundant 
objective  information  which  can  be  a useful  ad- 
junct on  the  chart  of  any  patient  with  a rheu- 
matologic  diagnosis.  This  form  of  documentation 
is  especially  appreciated  by  “third  parties”  in- 
terested in  disability  evaluation. 

TO  RETURN  TO  BASIC  PRINCIPLE  NUM- 
BER TWO:  It  is  essential  to  differentiate  be- 
tween arthralgias  and  arthropathies  or  arth- 
ritidies.  Arthralgias  are  subjective  sensations 
which  can  be  described  only  by  the  patient  and 
which  belong  properly  to  the  history.  Objective 
abnormalities  of  the  joints  indicating  arthro- 
pathies or  arthritidies  should  be  described  by 
the  physician  in  the  examination  and  can  be 
done  very  effectively  by  using  the  form  des- 
cribed above,  for  which  we  are  indebted  to  Dr. 
Hench.  Arthralgias  are  non-specific  in  nature 
and  can  be  a part  of  any  febrile  disease,  fatigue 
state,  depression  state  and  many  other  causes. 
The  presence  of  tenderness,  swelling,  deformity, 
limitation  of  motion  and  crepitus  designates  the 


process  as  an  arthropathy  or  actual  joint  disease 
for  which  a cause  should  be  sought.  This  distinc- 
tion again  bears  heavily  on  the  patient’s  employ- 
ability  and  insurability,  not  to  mention  his  phys- 
ical and  emotional  health.  In  this  context,  it  is 
important  to  repeat  that  arthropathies  are  some- 
times completely  reversible,  as  well  as  arth- 
ralgias. A few  months  ago,  I examined  a lady 
with  extreme  pulmonary  insufficiency.  She  gave 
a history  of  having  had  “rheumatoid  arthritis  a 
few  years  ago,”  but  there  was  absolutely  no  ob- 
jective evidence  at  the  time  of  my  examination. 
I was  inclined  to  doubt  her  diagnosis  (based  upon 
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what  I have  said  above)  despite  the  reliability 
of  the  physician  who  made  it,  but  I ordered  a 
latex  fixation  test  and  found  it  to  be  positive  in 
a titer  of  something  like  1:10,000.  This  finding 
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Figure  1. 

was  a most  important  clue  in  leading  to  a diag- 
nosis of  rheumatoid  involvement  of  the  lung  and 
it  depended  upon  a history  of  a true  rheumatoid 
arthritis  which  had  undergone  complete  re- 
mission. 

TO  RETURN  TO  BASIC  PRINCIPLE  NUM- 
BER THREE:  This  principle  reminds  us  to  keep 
in  mind  at  all  times  the  many  overlaps  between 
rheumatology  and  other  fields  of  medicine.  I 
have  covered  this  before  and  will  not  repeat  it 
in  detail.  I believe  that  it  would  be  wise,  how- 
ever, to  consider  rheumatic  disorders  as  sym- 
toms8  until  proven  otherwise,  and  that  very 
few  of  them  are  primary  diseases.  Rheumatic 
disorders  should  be  considered  symptomatic  just 
as  tachycardia,  fever  or  menstrual  disorders  are 
considered  symptomatic  of  other  disorders. 

TO  RETURN  TO  BASIC  PRINCIPLE  NUM- 
BER FOUR:  This  principle  reminds  the  phys- 
ician that  objective  findings  in  a given  case 
should  be  adequate  to  explain  the  subjective 
symptoms.  The  observation  of  a few  bony  spurs 
in  the  x-ray  of  a spine  rarely,  if  ever,  explains 
severe  back  ache.  Likewise,  the  finding  of  an 
elevated  blood  uric  acid  does  not  prove  that  a 


back  ache  is  due  to  gout.  At  this  juncture,  I 
would  like  to  propose  an  additional  rule  of 
thumb;  that  in  the  presence  of  osteoarthritis,  all 
attempts  should  be  made  to  find  another  cause 
for  alleged  skeletal  muscular  pains;  and  in  the 
presence  of  rheumatoid  disease,  an  attempt 
should  be  made  to  fit  all  symptoms  into  the 
spectrum  of  rheumatoid  disease  which  is  indeed 
broad  and  wide.8 

TO  RETURN  TO  BASIC  PRINCIPLE  NUM- 
BER FIVE:  Be  cautious  in  interpreting  x-ray 
and  laboratory  findings  and  beware  of  permit- 
ting an  erroneous  diagnosis  that  is  capable  of 
altering  a patient’s  employability,  his  physical 
and  mental  health  and  his  insurability  to  rest 
upon  a single  x-ray  or  laboratory  abnormality. 
Punched  out  areas  in  the  small  bones  of  the 
hand  are  associated  with  gout,  but  might  also 
occur  with  osteoarthritis,  and  rheumatoid  dis- 
ease. They  are  not  diagnostic  of  gout  themselves. 
Negative  x-rays  of  the  hip  bones  or  spine  where 
metastases  are  suspected  does  not  rule  them  out 
completely.  A repeat  x-ray  may  show  that  the 
history  and  physical  findings  provided  a more 
reliable  hunch  than  you  had  thought.  X-rays  of 
involved  joints  early  in  the  course  of  the  disease 
frequently  show  no  abnormality.  Negative  x-ray 
observations  by  no  means  rule  out  joint  disease. 
One  of  the  most  incriminating  fields,  in  my 
opinion,  for  criticizing  diagnoses  made  upon 
single  laboratory  observations  lies  in  the  area 
of  uric  acid  determinations.  Many  an  individual 
who  has  not  had  the  advantage  of  the  most  rudi- 
mentary history  and  physical  examination  but 
who  complains  of  vague  aches  and  pains  has  a 
uric  acid  determination  done.  If  this  is  elevated, 
he  is  frequently  labeled  with  a diagnosis  of  gout 
and  put  on  a life-long  treatment  for  a disease  he 
does  not  have.  Recently,  I reviewed  a large  num- 
ber of  hospital  charts  that  were  signed  out  with 
a diagnosis  of  gout.  In  very  few  of  them  was  I 
satisfied  with  the  diagnosis.  In  most  of  them, 
there  was  no  mention  of  the  clinical  picture  in 
the  history  or  of  physical  findings  pertaining  to 
the  joints  whatsoever.  In  many  instances,  the  in- 
dividual was  taking  a diuretic  for  hypertension 
and  diuretics  are  known  to  elevate  uric  acid 
levels.  Ten  per  cent  of  normal  individuals  have 
elevated  uric  acid  levels8  without  any  obvious 
explanation  and  without  any  evidence  to  justify 
the  diagnosis  of  gout.  It  would  appear  that  the 
existence  of  this  ten  per  cent  was  seldom  recog- 
nized when  the  diagnosis  of  gout  was  made  upon 
the  basis  of  a uric  acid  determination  alone. 
Many  of  the  individuals  who  were  saddled  with 
the  diagnosis  of  gout  had  only  back  ache  and  the 
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physician  was  thus  ignoring  Hench’s  axiom 
which  warned  against  making  a diagnosis  of 
gout  involving  the  axial  joints.  Many  were  fe- 
males, ignoring  another  of  Hench’s  axioms.  On 
a few  occasions,  the  diagnosis  of  gout  was  made 
in  individuals  who  were  uremic,  with  blood 
urea  levels  as  high  as  60  and  70,  in  which  cases 
the  elevated  uric  acid  levels  have  the  same  sig- 
nificance as  elevated  blood  urea  nitrogen  levels. 
Aspirin  can  also  elevate  blood  uric  acid  levels.8 

TO  RETURN  TO  BASIC  PRINCIPLE  NUM- 
BER SIX:  After  your  study  of  a patient  sus- 
pected of  having  a rheumatic  disorder,  be  pre- 
pared to  reach  one  of  several  conclusions  as 
follows: 

1.  Be  prepared  to  find  that  there  is  no  organic 
disease  at  all.  Don’t  be  surprised  to  find  that 
there  is  no  arthritis  at  all  but  that  the  pains  are 
arthralgias  of  non-specific  origin  or  of  func- 
tional origin. 

2.  Be  prepared  to  make  a diagnosis  of  pains 
originating  from  other  skeletal  structures,  such 
as  nerve  root  pain,  skeletal  metastases,  myeloma 
or  the  “disc  syndrome.” 

3.  Be  prepared  to  make  a diagnosis  of  primary 
arthritis  usually  osteoarthritis  or  traumatic 
(which  appear  to  be  about  the  only  primary 
articular  diseases). 

4.  Be  prepared  to  make  a diagnosis  of  rheu- 
matoid disease  with  arthritis,  but  be  prepared 
to  do  so  only  after  ruling  out  the  many  other 
possible  causes  of  clinical  pictures  resembling 
rheumatoid  disease  with  arthritis.  Be  sure  to 
rule  out  such  obvious  causes  as  poor  shoes, 
change  of  occupation,  lack  of  arch  supports,  the 
recent  ingestion  of  certain  drugs,  etc. 

5.  Be  prepared  to  make  the  diagnosis  of  two 
co-existing  types  of  joint  disease  if  evidence 
justifies  this  finding.  In  the  presence  of  osteo- 
arthritis, look  for  other  causes  of  pain;  and  in 
rheumatoid  disease,  try  to  explain  all  symptoms 
on  the  basis  of  rheumatoid  disease  or  related 
systemic  disease.  There  is  no  reason  why  osteo- 
arthritis and  rheumatoid  arthritis  should  not 
co-exist  at  times.  And  incidentally,  there  is  a 
mysterious  unexplained  tendency  for  rheuma- 
toid arthritis  and  gout  not  to  co-exist.7  Karten 
recently  described  several  cases  of  septic  pyo- 
genic arthritis5  superimposed  upon  joints  af- 
flicted with  rheumatoid  disease. 

6.  Do  not  be  reluctant  or  hesitant  to  label  your 
patient  with  a diagnosis  of  “rheumatic  disorder, 
type  undetermined.”  This  is  frequently  an 
honest  statement  of  fact  which  overlaps  some- 
what with  what  has  been  said  about  certain 


occupations,  shoes  and  drugs.  Leave  the  door 
open  in  such  a way  that  it  is  easier  to  refine  the 
diagnosis  later  if  further  developments  make  a 
more  precise  diagnosis  possible. 

At  this  juncture  in  my  presentation,  I shall 
attempt  to  do  a little  philosophizing.  As  I be- 
hold the  confusing  and  overlapping  spectrum 
of  disease  extending  from  rheumatoid  disease  to 
Felty’s  syndrome,  to  Sjogren’s  syndrome,  to 
lupus  erythematosus,  to  short  chain  disease,10 
all  of  which  have  been  associated  in  various 
contexts  with  rheumatoid  arthritis,  one  is 
tempted  to  speculate  whether  the  time  is  not 
ripe  to  discard  the  conventional  terms  used  in 
describing  rheumatoid  diseases  and  substitute 
one  term  for  them  which  would  be  Unitarian 
in  concept  and  which  would  recognize  a common 
immunologic  and  vascular  background,  similar 
response  to  steroids,  and  a similar  relationship 
to  abnormal  proteins  which  all  of  them  seem 
to  share.  Maybe  this  will  come  out  of  the  bot- 
tom of  the  iceberg  before  many  years  have 
elapsed. 

In  my  emphasis  upon  the  history  and  physical 
and  bedside  approach  to  rheumatologic  diseases, 
I have  no  intention  of  speaking  disparagingly  of 
some  of  the  recent  laboratory  and  x-ray  refine- 
ments in  diagnosis  in  the  field  of  rheumatic  dis- 
eases. Sometimes  the  x-ray  or  laboratory  findings 
tell  us  much  more  than  the  history  and  phys- 
ical findings,  even  though  the  history  and  phys- 
ical findings  must  provide  the  clue  to  lead  you  to 
order  such  x-ray  and  laboratory  tests.  An  ex- 
ample of  a laboratory  finding  which  appears  to 
be  the  sine  quo  non  in  making  one  diagnosis  at 
least  is  the  finding  of  the  LE  cell  in  making  the 
diagnosis  of  lupus  erythematosus.  Similarly,  a 
very  important  procedure  which  should  be  done 
on  any  young  man  with  a back  ache  but  with 
normal  physical  findings  is  an  x-ray  of  the  sac- 
roiliac joints.  Haziness  of  the  sacroiliac  joints  by 
x-ray  is  one  of  the  most  reliable  early  findings 
in  ankylosing  spondylitis.  Only  by  appreciating 
the  relative  importance  of  the  history,  the  phys- 
ical findings,  the  laboratory  findings  and  x-ray 
findings  in  the  many  forms  of  rheumatologic 
disease,  and  by  correlating  them  with  the  var- 
ious disease  entities  under  consideration  will 
they  be  used  properly,  at  the  proper  time,  and 
at  the  proper  place,  and  to  do  so,  one  must  be 
familiar  with  the  subject  of  rheumatology. 
Synovial  fluid  analysis  and  synovial  biopsy  are 
only  two  new  and  sophisticated  areas  of  study 
in  which  the  laboratory  can  be  expected  to  make 
substantial  contributions  to  our  total  knowledge. 

The  concluding  portion  of  this  presentation 
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will  be  devoted  to  the  challenge  of  treatment 
of  rheumatic  disease.  I should  like  to  propose  a 
brief  and  concise  outline  of  what  I consider 
sound  treatment  for  individuals  with  rheuma- 
tologic  disorders.  I shall  list  the  various  modal- 
ities of  treatment  in  decreasing  order  of  their 
importance  as  I see  them.  I doubt  very  much 
whether  anything  I shall  say  will  be  new,  but 
I suspect  that  my  emphasis  might  be  a source 
of  some  surprise.  Needless  to  say,  a specific  diag- 
nosis of  such  a disorder  as  gout  requires  specific 
treatment,  and  what  I have  to  say  applies  main- 
ly to  the  many  arthritidies  resembling  rheuma- 
toid disease  and  osteoarthritis. 

In  my  opinion,  the  treatment  of  arthritis 
should  include  the  following  modalities  in  de- 
creasing order  of  importance. 

1.  Psychotherapy.  I would  consider  this  to  be 
the  most  important  of  them  all.  These  individ- 
uals have  a fear  of  being  crippled  for  life,  but  in 
only  a few  of  them  is  the  fear  well  founded.  It 
is  up  to  the  physician  to  emphasize  that  there 
are  many  mild  forms  of  arthritis  and  many, 
many  mild  cases  of  arthritis,  even  among  those 
with  rheumatoid  disease;  and  that  the  patient 
must  learn  to  think  positively  and  be  optimistic, 
to  learn  to  accept  what  he  has  and  make  the  best 
of  it.  He  has  to  develop  a healthy  outlook  toward 
his  illness  and  make  up  his  mind  not  to  permit 
himself  to  become  a cripple.  Any  arthritic  in- 
dividual who  is  determined  to  become  crippled 
can  do  so  by  simply  going  to  bed  and  not  get- 
ting up.  The  patient  and  sympathetic  efforts  of 
an  understanding  and  knowledgeable  physician 
go  a long  way  in  accomplishing  this  psycho- 
therapeutic portion  of  treatment.  I guess  this 
is  what  nurses  call  “TLC.” 

2.  Physiotherapy.  These  patients  should  be 
encouraged  to  remain  normally  active  within 
their  limitations.  They  should  not  do  this  at  the 
expense  of  healthy  eating  habits,  rest  and  exer- 
cises, but  inactivity  is  probably  just  as  bad  as 
overactivity.  If  a given  joint  shows  any  in- 
dication of  becoming  ankylosed,  this  joint 
should  be  splinted  to  be  sure  that  it  becomes 
ankylosed  in  a useful  position.  Metatarsal  bars 
across  the  soles  of  the  shoes  in  individuals  hav- 
ing rheumatoid  arthritis  involving  the  metatar- 
sal phalangeal  joints  are  most  useful  in  removing 
body  weight  from  the  metatarsal  heads  and  pre- 
serving the  usefulness  of  the  feet  and  prevent- 
ing permanent  crippling.  Many  applications  of 
physical  therapy  might  be  made  if  time  per- 
mitted. 

3.  Drug  therapy.  There  are  many  useful  drugs 


in  the  treatment  of  arthritis  and  I should  like  to 
emphasize  that  the  most  useful  drug  is  aspirin 
and  this  applies  to  osteoarthritis,  rheumatoid 
disease  and  most  other  forms.  I suspect  that  as- 
pirin is  often  not  properly  appreciated  because 
it  is  too  frequently  not  used  in  adequate  doses 
or  in  forms  that  irritate  the  stomach.  It  makes 
a great  deal  of  difference  whether  the  patient 
says  that  one  aspirin  a day  does  not  help,  or 
whether  he  has  tried  4-5  aspirin  tablets  every 
four  hours.  Most  individuals  should  be  en- 
couraged to  take  15-20  grains  of  aspirin  every 
four  hours  indefinitely  if  necessary.  If  aspirin 
irritates  the  stomach,  buffered  or  coated  forms 
of  aspirin  can  be  used  to  advantage.  If  the  pa- 
tient is  used  to  taking  aspirin  preparations  com- 
bined with  caffeine,  he  might  find  taking  three 
or  four  tablets  at  a time  provides  too  much  caf- 
feine stimulation  and  he  might  have  to  go  back 
to  taking  plain,  coated  or  buffered  aspirin.  Re- 
member that  Hench  advised  suspicion  as  to  the 
diagnosis  if  aspirin  was  not  reasonably  effective. 
If  aspirin  has  been  tried  and  found  to  be  inade- 
quate, I would  consider  trials  with  such  agents 
as  Indocin,  Butazolidine,  Tandearil,  etc.  Most 
of  these  agents  are  more  expensive,  more  toxic, 
but  not  necessarily  more  effective  than  aspirin, 
although  I am  sure  that  sometimes  they  are  use- 
ful. Analgesics  such  as  Darvon,  Talwin,  etc., 
might  be  added  to  the  aspirin  to  relieve  pain. 
Sometimes  antidepression  agents  or  sedatives 
are  found  to  be  useful  in  combination  with  the 
drugs  just  mentioned.  It  should  be  emphasized 
that  no  therapeutic  agent  or  combination  of 
them  can  be  claimed  by  anyone  to  change  the 
course  of  the  disease  or  to  cure  the  disease.  All 
of  them  are  meant  to  provide  a measurable  de- 
gree of  relief  of  pain  only,  and  not  a cure.  In 
some  circles,  gold  is  making  a return  to  the 
therapeutic  armamentarium  of  the  physician 
treating  arthritis.  I have  not  had  enough  exper- 
ience with  it  to  be  convinced,  but  I do  remember 
presiding  over  the  demise  of  a lady  who  died 
from  aplastic  anemia  due  to  gold  therapy  in 
about  1943.  This  memory  is  not  easily  erased. 
Immunosuppressive  drugs  have  been  used  in 
rheumatoid  disease  with  varying  degrees  of  suc- 
cess in  some  circles.1 

Last  of  all  the  drugs,  and  I believe  that  this 
is  the  place  that  they  deserve  in  our  therapeutic 
program,  are  the  steroids.  Sometimes  we  turn 
to  them  in  desperation,  but  they  should  cer- 
tainly be  avoided  as  long  as  possible.  When 
given,  they  should  be  given  in  small  doses  and 
in  short  courses.  They  of  course  have  no  place 
whatsoever  in  the  treatment  of  osteoarthritis 
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except  in  the  form  of  intra-articular  injections. 
It  is  rather  ironic  to  note  that  steroids  were  an- 
nounced to  the  world  as  a sensational  and  spec- 
tacular new  therapeutic  agent  for  arthritis  but 
that  after  20  years,  we  find  that  they  have  very 
little  use  in  arthritis.  Nevertheless,  they  have 
revolutionized  many  other  medical  concepts. 

4.  Surgical  methods.  Surgical  methods  are 
now  being  used  effectively  to  correct  deform- 
ities and  to  improve  the  mechanical  efficiency 
of  many  joints.  Surgical  methods  include  syno- 
vectomy, reconstruction  of  certain  joints,  re- 
vision of  muscle  insertions.  In  some  instances 
in  which  pain  in  the  hand  is  due  to  the  carpal 
tunnel  syndrome  secondary  to  rheumatoid  dis- 
ease, surgical  procedures  can  relieve  pressure 
upon  the  median  nerve  and  effect  almost 
miraculous  results.  I believe  that  we  should  not 
be  hesitant  to  call  on  our  orthopedic  colleagues 
for  advice  in  some  individuals  where  it  appears 
that  a surgical  procedure  might  improve  the 
patient’s  efficiency  and  general  outlook.  I sup- 
pose that  intra-articular  injections  of  steroids 
might  be  included  among  “surgical  methods.” 
CONCLUSIONS 

I have  attempted  to  outline  what  I consider  a 
proper  diagnostic  approach  to  the  many  prob- 
lems presented  in  rheumatology.  In  the  process 
of  doing  so,  I have  drawn  lavishly  from  the 
knowledge  of  the  late  Nobel  Laureate  Dr.  Philip 
Hench,  who  contributed  so  much  to  this  field. 
I have  tried  to  emphasize  that  what  we  call 
arthritis  is  frequently  a symptom  of  another 
disease,  rather  than  a disease  per  se.  I have  tried 
to  emphasize  that  the  more  one  is  familiar  with 
the  many  entities  in  the  field  of  rheumatology, 
the  better  he  is  equipped  to  know  in  what  pro- 
portion he  should  depend  upon  the  history, 
physical,  laboratory  findings  and  x-rays,  or  all 
of  them  in  reaching  his  final  diagnosis. 
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SKIING  NOT  SO  PERILOUS  A SPORT 

Contrary  to  the  old  sportsman’s  tale,  skiing 
does  not  rate  as  one  of  the  most  dangerous  of 
the  mass  participation  sports  in  the  U.  S.,  ac- 
cording to  a clinical  associate  professor  of  ortho- 
paedic surgery  at  State  University  of  New  York 
at  Syracuse.  Hunting,  scuba  or  skin  diving, 
pleasure  boating,  swimming,  and  football  all 
rank  higher  than  skiing  in  fatalities  and  in- 
juries, Dr.  Mark  R.  Harwood  told  a postgraduate 
course  on  sports  medicine  sponsored  by  the 
American  Academy  of  Orthopaedic  Surgeons. 
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EDITORIAL 


The  editors  invite  the  reader’s  attention  to  an 
announcement  of  a Seminar  on  Human  Sex- 
uality. This  seminar,  to  be  held  at  the  School 
of  Medicine,  the  University  of  South  Dakota, 
will  take  place  on  December  3,  4,  5,  and  6. 

The  idea  for  this  was  conceived  by  the  stu- 
dent body  and  ultimately  given  full  faculty  ap- 
proval as  an  intensive  four  day  “short  course” 
in  sex  education  at  the  professional  level.  The 
faculty  has  given  up  two  days  of  its  instruc- 
tional time,  and  the  students  have  given  up  a 
two-day  weekend  to  make  this  an  uninterrupted 
period  of  lectures,  study  and  discussion. 

Few  indeed  are  the  physicians  amongst  us 
who  received  training  in  this  important  subject 
as  a part  of  our  formal  medical  education,  and 
all  too  often  has  the  young  physician,  whatever 


his  area  of  practice,  been  forced  to  cope  with 
complicated  sexual  problems  with  a minimum 
of  professional  preparation. 

A number  of  area  practicing  physicians  who 
are  in  the  clinical  faculty  of  the  School  of  Med- 
icine have  volunteered  their  own  free  time  to 
assist  in  this  seminar.  Their  participation  is  to 
be  commended. 

The  editors  also  wish  to  congratulate  David 
Rothenberger  and  his  colleagues  as  well  as  the 
Faculty  of  the  School  of  Medicine  for  the  initia- 
tive and  understanding  exemplified  by  the  in- 
stitution of  this  new  Seminar.  We  hope  that  a 
number  of  our  own  members  may  be  in  attend- 
ance. 

John  F.  Barlow,  M.D. 


INVITATION  TO  SEMINAR  ON  HUMAN 
SEXUALITY 

The  students  at  The  University  of  South  Da- 
kota School  of  Medicine  would  like  to  invite 
all  area  doctors  to  a four-day  symposium  on 
human  sexuality  as  related  to  the  practice  of 
medicine.  The  seminar  is  to  be  held  at  the  med- 
ical school  auditorium  on  December  3,  4,  5,  and 
6,  and  is  open  only  to  the  medical  students, 
faculty  and  administrators  of  the  school,  and 
interested  physicians.  Wives  are  also  invited. 
Thursday,  December  3,  1970 

8:00  a.m.  Physiology  and  Psychology  of  Human 
Sexual  Behavior. 

W.  O.  Read,  Ph.D.,  Chairman-Department 
of  Physiology.  The  University  of  South 
Dakota  School  of  Medicine. 

G.  Noll,  Ph.D.,  Clinical  Psychologist,  De- 
partment of  Psychology,  The  University 
of  South  Dakota. 

Film:  Tyler  Film  Series. 

10:00  a.m.  Normal  Variations  and  Techniques  of 
Human  Sexual  Behavior. 

G.  Noll,  Ph.D. 

Film:  Tyler  Film  Series. 

1:00  p.m.  Homosexuality,  Exhibitionism,  and  Sado- 
masochism. 

John  Watkins,  Ph.D.,  Clinical  Psychologist, 
Department  of  Psychology,  The  Univer- 
sity of  South  Dakota. 

Slides:  Dr.  Paul  Gebhard  slide  show. 

4:00  p.m.  Legal  Aspects  of  Human  Sexuality. 

Mike  Myers,  LL.D.,  School  of  Law,  The 
University  of  South  Dakota. 

7:00  p.m.  Discussion. 

Friday,  December  4,  1970 — Sex  Problems  as  Presented 
to  the  Doctor. 

8:30  a.m.  Male  Sexual  Inadequacy. 

B.  J.  Begley,  M.D.,  Urologist,  Sioux  Falls, 
South  Dakota 

10:30  a.m.  Female  Sexual  Inadequacy. 

Area  physician,  Ob-Gyn. 

1:00  p.m.  Doctor-Patient  Relationship. 

Panel  Discussion:  Takey  Crist,  M.D.,  Uni- 
versity of  North  Carolina  School  of  Med- 
icine, Department  of  Ob-Gyn. 


B.  J.  Begley,  M.D. 

Area  Ob-Gyn. 

Area  Psychiatrist. 

Area  General  Practitioner. 

3:00  p.m.  Small  Group  Discussions  headed  by  local 
doctors. 

Saturday,  December  5,  1970  — Population  and  Med- 
icine. 

9:00  a.m.  Introduction  to  the  problem  — Population 
and  Its  Control. 

Ecologist  from  Augustana  College,  Sioux 
Falls,  South  Dakota. 

10:00  a.m.  Movie. 

“Multiply  and  Subdue  the  Earth.” 

11:00  a.m.  Discussion  — Effects  of  Crowding. 

Norman  Heimstra,  Ph.D.,  Department  of 
Psychology,  The  University  of  South 
Dakota. 

Takey  Crist,  M.D.,  Department  of  Ob- 
Gyn,  University  of  North  Carolina  School 
of  Medicine,  and  Summer  Fellow,  Uni- 
versity of  North  Carolina  Population 
Center. 

Ecologist  from  Augustana  College,  Sioux 
Falls,  South  Dakota. 

1:00  p.m.  Contraception  and  Abortion  Methodology. 

Takey  Crist,  M.D. 

3:00  p.m.  Counseling  Problems  with  Contraception 
and  Abortion. 

Panel  Discussion: 

Moderator:  Takey  Crist,  M.D. 
Participants:  Area  Ob-Gyn 
Two  laymen 
Two  laywomen 
Area  Priest 

Sunday,  December  6,  1970 

1:00  p.m.  Effects  of  Pregnancy,  Wanted  and  Un- 
wanted, on  Both  Parents. 

Patient  panel  with  an  audience  interview. 

2:30  p.m.  Premarital  Sexual  Exam  and  Counseling. 

Lecture:  Area  Ob-Gyn. 

3:45  p.m.  Sex  Education  for  Children. 

The  Family  and  Sex  Education. 

Franklin  Fitch,  M.D.,  Ob-Gyn. 

Illinois  Social  Hygiene  League. 

The  Schools  and  Sex  Education. 

Rev.  Harlan  Norem,  Dean  of  Academic 
Affairs,  Augustana  Academy,  Canton, 
South  Dakota. 

7:00  p.m.  Discussion. 

(1)  Day’s  activities. 

(2)  Comprehensive  course. 
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THE  JUNIOR  PHYSICIAN  f ASSISTANT 
PHYSICIAN)  AND  THE  PHYSICIAN'S 
ASSISTANT 


In  this  Journal  there  is  an  article  by  Heinrichs 
and  Michieli  relating  to  health  care  which 
should  be  read  carefully  and  contemplated  as- 
siduously by  every  physician  in  South  Dakota. 
Sooner  or  later  the  state  as  a whole  and  the 
SDSMA  are  going  to  have  to  come  to  grips  with 
this  problem.  It  is  likely  that  there  may  be  some 
effort  to  introduce  enabling  legislation  to  recog- 
nize some  form  of  assistant  physician  within 
the  next  two  years.  Another  concept  which  is 
going  to  need  study  soon  is  that  of  the  well 
trained  physician’s  office  assistant.  As  was  dis- 
cussed upon  this  Editorial  Page  recently,  phys- 
icians and  other  health  care  specialists  are  in 
short  supply  in  this  state  and  the  outlook  is  dim 
for  any  significant  influx  in  the  near  future. 
Therefore  these  subjects  deserve  appropriate 
comment. 

At  the  meeting  of  the  Commission  on  Legisla- 
tion and  Governmental  Relations  of  the  SDSMA 
prior  to  the  1970  session  of  the  South  Dakota 
Legislature  the  Pediatric  Assistant  law  which 
had  recently  been  considered  in  Colorado  was 
thoroughly  discussed  at  the  request  of  the  Ped- 
iatric Society  of  South  Dakota.  It  was  the  unan- 
imous opinion  of  the  Commissioners  that  this 
Association  should  take  no  action  on  legislation 
for  South  Dakota  until  the  Colorado  law  had 
received  its  final  passage  and  had  been  imple- 
mented. It  was  felt  that  in  any  new  venture 
there  are  bound  to  be  problems.  A state  which 
seeks  to  duplicate  legislation  of  another  state 
can  usually  benefit  by  an  interval  of  observation 
to  allow  any  unanticipated  details  which  ac- 


company the  legislation  to  surface  and  be  cor- 
rected. 

Several  questions  asked  by  the  Commissioners 
concerning  this  legislation  were: 

1)  What  is  the  medical-legal  status  of  an  “as- 
sistant physician”?  Who  is  ultimately  respon- 
sible for  his  actions?  What  can  be  done  to  reg- 
ulate a special  practitioner  if  he  does  not  “fol- 
low the  rules,”  exceeding  training  and 
capabilities? 

2)  What  reception  will  such  para-medical  per- 
sonnel have  in  the  community? 

3)  How  will  such  para-medical  personnel  be 
licensed  in  South  Dakota  and  nationally?  Will 
they  be  accepted  on  transfer  from  one  state  to 
another? 

4)  Where  will  they  be  trained?  Is  it  possible 
that  they  may  be  trained  in  S.D.? 

5)  Will  it  be  possible  for  assistant  physicians 
to  take  additional  training  and  become  phys- 
icians? 

6)  It  was  rumored  that  an  “assistant  phys- 
ician” trained  at  the  Duke  University  some  time 
ago  had  requested  full  practice  privileges  at  a 
hospital.  Is  this  true  and  what  was  done  about 
this  situation? 

Many  of  the  questions  raised  by  the  Commis- 
sioners have  been  answered  by  the  authors. 

In  view  of  the  fact  that  the  assistant  phys- 
ician concept  is  a reality  in  pediatrics  and  in 
other  fields  nationally,  should  not  there  be  an 
effort  made  in  this  state  toward  the  recognition 
and  development  of  some  form  of  assistant  phys- 
ician program?  As  was  noted  by  Heinrichs  and 
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His  wife  has  a lot  of  different 
menopausal  symptoms,  but  only  a few 
really  irritate  him.  Her  hot  flashes,  her 
vertigo,  her  palpitations — that’s  her 
problem.  What  really  bothers  him  is 
her  nervousness,  her  irritability  and 
her  excessive  anxiety,  often  expressed 
by  endless  “book-shuffling,  chain- 
smoking, reading-lamp”  insomnia! 

Menrium  takes  care  of  hot  flashes, 
vertigo,  palpitations  in  most 
menopausal  women.  Menrium 
provides  the  well-known  antianxiety 
action  of  chlordiazepoxide  (Librium®) 
and  water-soluble  esterified  estrogens. 
It  therefore  relieves  more  symptoms 
than  either  component  separately. 

It  takes  care  of  the  vasomotor 
symptoms  as  well  as  the  emotional 
symptoms.  This  means  the  symptoms 
that  bother  his  wife  most.  And  the 
symptoms  that  irritate  him  most. 

So,  to  help  them  both  get  through 
her  menopause,  remember  Menrium. 


Before  prescribing,  please  consult  complete  product  informa- 
tion, a summary  of  which  follows: 

Indications:  Management  of  manifestations  generally  associated 
with  the  menopausal  syndrome— anxiety  and  tension,  vasomotor 
complaints  and  hormonal  deficiency  states. 

Contraindications:  Women  with  cancer  of  breast  or  genitalia, 
except  inoperable  cases,  and  those  with  known  hypersensitivity  to 
chlordiazepoxide  and/or  esterified  estrogens. 

Warnings:  Caution  patients  about  possible  combined  effects  with 
alcohol  and  other  CNS  depressants.  As  with  all  CNS-acting  drugs, 
caution  patients  against  hazardous  occupations  requiring  complete 
mental  alertness  (e.g.,  operating  machinery,  driving).  Exclude  other 
possible  causes  of  menopausal  syndrome  manifestations,  such  as 
pregnancy.  Though  physical  and  psychological  dependence  have  rarely 
been  reported  on  recommended  doses,  use  caution  in  administering  to 
addiction-prone  individuals  or  those  who  might  increase  dosage; 
withdrawal  symptoms  (including  convulsions)  similar  to  those  seen 
with  barbiturates  have  been  reported  following  discontinuance  of 
chlordiazepoxide  HC1.  Potential  benefits  of  use  in  pregnancy,  lactation 
or  women  of  childbearing  age  should  be  weighed  against  possible 
hazards  to  mother  and  child.  Clinical  data  inadequate  on  safety 
in  pregnancy. 

Precautions:  In  elderly  and  debilitated  patients,  limit  dosage  to 
smallest  effective  amount  of  chlordiazepoxide  (initially  10  mg  or  less 
per  day)  to  preclude  ataxia  or  oversedation;  increase  gradually  as 
needed  and  tolerated.  Though  generally  not  recommended,  if  combina- 
tion therapy  with  other  psychotropics  seems  indicated,  carefully 
consider  individual  pharmacologic  effects — particularly  in  use  of 
potentiating  drugs  such  as  MAO  inhibitors  and  phenothiazines. 

Observe  usual  precautions  in  patients  with  impaired  renal  or  hepatic 
function.  Paradoxical  reactions  to  chlordiazepoxide  (e.g.,  excitement, 
stimulation  and  acute  rage)  have  been  reported  in  psychiatric  patients. 
Employ  usual  precautions  in  the  treatment  of  anxiety  states  with 
evidence  of  impending  depression;  suicidal  tendencies  may  be  present 
and  protective  measures  necessary.  Variable  effects  on  blood  coagula- 
tion very  rarely  reported  in  patients  receiving  Librium®  (chlordiaz-  if 

epoxide)  and  oral  anticoagulants. 

Adverse  Reactions:  Untoward  effects  seen  with  either  compound  j 
alone  may  occur  with  Menrium.  With  chlordiazepoxide,  drowsiness, 
ataxia  and  confusion  reported  in  some  patients,  particularly  in  the  )" 

elderly  and  debilitated;  while  usually  avoided  by  proper  dosage  adjust- 
ment, these  are  occasionally  observed  at  lower  dosage  ranges.  Also 
reported  have  been  a few  instances  of  syncope;  isolated  occurrences  of 
skin  eruptions,  edema,  minor  menstrual  irregularities,  nausea  and 
constipation,  extrapyramidal  symptoms,  increased  and  decreased 
libido,  and  occasional  reports  of  blood  dyscrasias,  including  agranu- 
locytosis, jaundice  and  hepatic  dysfunction.  Periodic  blood  counts  and 
liver  function  tests  advisable  during  protracted  treatment.  Changes  in 
EEG  patterns  (low-voltage  fast  activity)  observed  during  and  after 
chlordiazepoxide  treatment. 

With  estrogens,  headache,  nausea  and  vomiting,  anorexia, 
gastrointestinal  discomfort,  dysuria  and  urinary  frequency,  jitteriness, 
breast  engorgement,  formation  of  breast  cysts,  skin  rashes  and  pruritus 
occasionally  seen.  Administration  may  also  be  associated  with 
uterine  bleeding  and/or  followed  by  withdrawal  bleeding. 

Usual  Dosage:  One  tablet  t.i.d.  for  21  days,  followed  by  one-week 
rest  periods. 


5 mg  chlordiazepoxide 


5 mg  chlordiazepoxide 


0.2  mg  water-soluble 
esterified  estrogens 


0.4  mg  water-soluble 
esterified  estrogens 


kj 


10  mg  chlordiazepoxide 


0.4  mg  water-soluble 
esterified  estrogens 


Michieli,  the  pediatric  assistant  would  be  limited 
to  pediatrics  and  would  work  only  in  the  office 
of  a pediatrician.  The  obvious  question  must  be 
raised  as  to  whether  this  is  not  too  restrictive 
and  would  benefit  only  the  pediatricians.  The 
assistant  that  is  envisioned  would  not  be  avail- 
able to  family  physicians  practicing  in  small 
communities,  and  who  need  assistance  as  much 
if  not  more  than  does  the  pediatrician. 

After  a nurse  has  been  in  most  physicians’ 
offices  long  enough  for  her  capabilities  to  be 
assayed  she  is  usually  delegated  increased  auth- 
ority in  patient  care,  administration  of  drugs, 
history  taking,  and  other  duties.  Depending 
upon  the  philosophies  of  the  physician,  she  is 
actually  practicing  medicine.  Because  of  the 
tremendous  distances,  inaccessibility  of  pa- 
tients, etc.,  the  Public  Health  Nurses  attached 
to  the  U.  S.  Public  Health  stations  in  this  state 
perform  competently  many  duties  in  the  care 
of  Indians  which  in  the  past  were  reserved  to 
the  physician.  Basically  legislation  to  enable  the 
concept  of  the  “Junior  Physician”  would  serve 
to  legalize  activity  much  of  which  already 
exists. 

Medical  office  assistants  are  already  being 
trained  by  several  business  schools  in  this  re- 


gion. Their  training  includes  anatomy,  medical 
terminology,  courses  in  biochemistry,  labora- 
tory techniques,  and  many  other  purely  medical 
subjects,  as  well  as  the  usual  office  techniques 
such  as  typing,  bookkeeping,  and  office  manage- 
ment. Although  their  training  and  capabilities 
are  different  from  those  of  the  assistant  phys- 
ician, there  is  overlap.  It  would  seem  that  the 
physician  of  the  future,  his  office,  and  his  assist- 
ants need  some  careful  evaluation  now,  so  that 
there  can  be  a coordinated  approach  to  the  sub- 
ject of  health  care  delivery.  If  there  is  not  some 
deliberate  planning  soon  the  system  of  health 
care  delivery  may  easily  become  SNAFU. 

The  SDSMA  should  take  the  lead  in  the  pro- 
motion of  highest  quality  health  care  through 
adequate  personnel.  Might  it  not  be  wise  for 
this  matter  to  be  investigated  immediately  by 
the  appropriate  Commission  of  the  SDSMA 
through  liaison  with  the  S.  D.  Nursing  Associa- 
tion, the  commercial  schools  which  are  train- 
ing medical  office  assistants,  and  other  organiza- 
tions which  are  training  para-medical  personnel. 
Then  appropriate  measures  can  be  taken  to  in- 
troduce and  advance  the  Assistant  Physician 
and  the  Physician’s  Assistant. 

J.  B.  Gregg,  M.D. 
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News  Notes  • Changes  • Births  • News 


A total  of  34  Technologists 
and  Technicians  from  labora- 
tories in  Iowa,  Nebraska,  Min- 
nesota and  South  Dakota  at- 
tended a refresher  course  in 
Blood  Banking  Technology  at 
the  University  of  South  Da- 
kota, School  of  Medicine.  The 
workshop  was  sponsored  by 
the  Department  of  Pathology, 
School  of  Medicine,  the  Uni- 
versity of  South  Dakota,  and 
the  South  Dakota  State  Med- 
ical Association.  The  faculty 
included  John  Barlow,  M.D. 
and  Michael  Israel,  M.D.  of 
the  Laboratory  of  Clinical 
Medicine,  Sioux  Falls;  Don 
Meyer,  Blood  Bank  Super- 
visor at  Sioux  Valley  Hospital, 


and  Charles  Combe,  M.D., 

Miss  Betty  Yearout  and  Mrs. 
Dour  Knapp  from  the  Path- 
ology Department,  University 
of  South  Dakota;  and  Mr. 
Jerry  McCauley  and  Mr. 
James  Marshall  from  Ortho 

Diagnostics. 

* * * 

The  Rapid  City  Medical 
Center  has  announced  the 
association  of  Dale  A.  Berg- 
eron, M.D.,  a specialist  in  in- 
ternal medicine  and  nuclear 
medicine.  Dr.  Bergeron  re- 
ceived his  M.D.  degree  from 
the  University  of  Minnesota 
and  took  his  postgraduate 
training  at  the  University  of 
Minnesota  and  USPHS  Hos- 
pital in  San  Francisco. 


BACK  ROW  (left  to  right): 

Don  Meyer,  B.S.,  M.T.  (ASCP),  Blood  Bank  Supervisor,  Sioux  Valley  Hos- 
pital, Sioux  Falls;  Michael  Israel,  M.D.,  Clinical  Asst.  Prof,  of  Pathology, 
School  of  Medicine,  USD  and  Laboratory  of  Clinical  Medicine,  Sioux  Falls; 
John  F.  Barlow,  M.D.,  Professor,  Clinical  Pathology,  School  of  Medicine, 
USD  and  Laboratory  of  Clinical  Medicine,  Sioux  Falls;  James  A.  Marshall, 
Sales  Representative,  Ortho  Diagnostics,  Omaha,  Nebr.;  Chas.  Combe, 
M.D.,  Assistant  Professor. 

FRONT  ROW: 

Jerry  McCauley,  Division  Manager,  Ortho  Diagnostics,  Kansas  City;  Betty 
Yearout,  M.S.,  M.T.  (ASCP),  Asst.  Prof.  Medical  Technology,  Dept. 
Pathology,  School  of  Medicine,  USD;  Dona  Knapp,  M.A.,  M.T.  (ASCP).  In- 
structor, Medical  Technology,  Dept.  Pathology,  School  of  Medicine,  USD. 


The  Flandreau  Municipal 
Hospital  has  received  an  army 
surplus  portable  x-ray  ma- 
chine which  was  donated  by 

Saul  Friefeld,  M.D.  and  Robert 
Henry,  M.D.,  Brookings. 

* * * 

J.  L.  Chassell,  M.D.,  Belle 
Fourche,  observed  his  99th 
birthday  recently.  Dr.  Chassell 
opened  his  practice  in  Belle 
Fourche  in  1906  and  has  been 
there  since. 


* * * 

G.  Robert  Bartron,  M.D., 

Watertown,  spoke  at  the  an- 
nual meeting  of  the  South  Da- 
kota Nursing  Home  Associa- 
tion held  in  Mitchell. 

(Continued  on  Page  32) 
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NEWS  NOTES 

(Continued  from  Page  31) 

The  Watertown  District 
Nurses’  Association  recently 
sponsored  a drug  therapy 
seminar.  Speakers  included 
R.  B.  Leander,  M.D.,  Sioux 
Falls,  geriatric  sedation;  C. 
Rodney  Sioliz,  M.D.,  Water- 
town,  use  of  drugs  in  ob- 
stetrics; Carroll  Clark,  M.D., 
Watertown,  drugs  used  in 
heart  disease,  and  Gerald 
Tracy,  M.D.,  Watertown,  drug 
abuse. 

❖ ❖ ❖ 

R.  J.  Foley,  M.D.,  Tyndall, 
announced  the  association  of 
John  English,  M.D.  with  him 
in  general  practice.  Dr.  Eng- 
lish attended  the  University 
of  South  Dakota  Medical 
School  and  received  his  M.D. 
degree  from  the  University  of 
Texas’  Southwestern  Medical 
School. 


Durward  M.  Lang,  M.D., 
John  F.  Barlow,  M.D.  and 
Barry  T.  Piii-Hari,  M.D.,  Lab- 
oratory of  Clinical  Medicine 
in  Sioux  Falls,  each  were 
speakers  at  the  Region  V Con- 
vention of  the  American  So- 
ciety of  Medical  Technologists 
held  in  Sioux  Falls.  This  group 
represents  the  Certified  Med- 
ical Technologists  over  a four- 
state  area  and  held  its  conven- 
tion for  the  first  time  in  South 
Dakota.  Dr.  Lang  spoke  on 
“Lipoproteins,”  Dr.  Pitt-Hart 
spoke  on  “Laboratory  Appli- 
cation of  the  Olivetti  Pro- 
gramma  101,”  and  Dr.  Barlow 
spoke  on  “Enterobacteriacae.” 

Karl  H.  Wegner,  M.D.  and 
John  F.  Barlow,  M.D.,  Labora- 
tory of  Clinical  Medicine  in 
Sioux  Falls  and  the  faculty  of 
the  School  of  Medicine,  each 
participated  in  the  12th  An- 


i 

nual  Midwest  Interprofes- 
sional Seminar  on  Diseases 
Common  to  Animals  and  Man 
held  at  South  Dakota  State 
University  in  Brookings.  Dr. 
Barlow  delivered  a paper  on 
the  subject  of  “Coenurosis  of 
the  Brain”  and  Dr.  Wegner 
moderated  one-half  day  of  the 
program  which  attracted  over 
90  registrants  from  a multi- 
state area. 

sjj  % 

The  recipient  of  the  1970 
Wisdom  Award  of  Honor 
given  annually  by  the  Wisdom 
Society  for  the  Advancement 
for  Knowledge,  Learning  and 
Research  in  Education  is  A.  L. 
Olsen,  M.D.,  Director  of  the 
Veterans  Hospital  at  Fort 
Meade.  Past  recipients  of  this 
award  include  Charles  Mayo, 
M.D.,  Karl  Menninger,  M.D. 
and  Albert  Schweitzer,  M.D. 


AVERAGE  AMERICAN  SPENDS  $247 
A YEAR  FOR  HEALTH  CARE 

The  average  American  spends  approximately 
$247  annually  for  personal  health  care,  accord- 
ing to  RESEARCH  AND  STATISTICS  NOTES, 
published  by  the  Social  Security  Administra- 
tion. This  1968  total  represents  an  increase  of 
12  percent  over  the  previous  year  and  26  percent 
since  1966.  The  average  citizen  spent  an 
estimated  $57.50  for  physicians’  services  in  1968 
(1.7  percent  of  personal  income)  compared  with 
$52  in  1967  and  $47  in  1966. 


CHANGE  NEEDED  IN  ATTITUDES  ON 
FAMILY  SIZE 

Changing  fundamental  attitudes  about  family 
size  may  be  the  most  important  goal  in  popula- 
tion control,  Dr.  Roger  O.  Egeberg,  HEW  assist- 
ant secretary  for  health  and  scientific  affairs, 
told  the  annual  meeting  of  Planned  Parenthood 
— World  Population.  Dr.  Egeberg  called  for  re- 
sponsible groups  outside  of  government  to  start 
thinking  about  ways  to  bring  about  change  in 
these  attitudes.  “I  think  we  are  going  to  have 
to  work  for  a change  in  national  mores,  a change 
based  on  the  public  acceptance  of  the  demo- 
graphic facts  of  life,”  he  said. 
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THE  PA:  "JUNIOR  PHYSICIAN"  or 
"SUPERNURSE"? 


E.  H.  Heinrichs,  M.D.  and  J.  C.  Michieli,  M.D. 
Watertown,  South  Dakota  57201 


The  problem  of  physician  manpower  has  been 
debated  for  quite  some  time,  even  in  South  Da- 
kota.1 The  number  of  physicians  per  capita  in 
our  state  is  one  of  the  lowest  in  the  Union.  Con- 
centration in  larger  cities  and  few  physicians  in 
wide,  thinly  populated  areas  are  typical  of  all 
Midwestern  Prairie  States.  In  order  to  attract 
physicians,  many  means  have  been  employed  in 
the  past.  But  even  ill  planned  hospital  construc- 
tion and  financial  sacrifices  were  not  enough  for 
some  smaller  towns  to  get  or  to  hold  a physician. 

Several  other  avenues  to  improve  the  health 
manpower  problem  in  South  Dakota  are  pres- 
ently proposed  and  investigated:2 

1. )  the  increase  of  our  support  for  the  Two-Year 

Medical  School,  because  one  third  of  its 
students  return  to  practice  medicine  in  South 
Dakota. 

2. )  the  feasibility  study  for  a Four-Year  Med- 

ical School  or 

3. )  the  creation  of  an  interstate  compound  with 

the  same  aim. 

4. )  the  return  of  non-practicing  female  phys- 

icians to  the  practice  of  medicine.  However, 
since  we  are  dealing  with  less  than  half  a 
dozen  physicians  and  since  they  are  usually 
married  to  an  M.D. -husband,  they  would  not 
necessarily  provide  medical  services  to  small 
rural  towns,  presently  without  physician. 
This  many  horned  dilemma  has  led  the  South 
Dakota  State  Medical  Association  to  examine 
the  possibility  of  introducing  Physician  Assis- 
tants (PA)  into  South  Dakota.  While  discussing 
the  practicability  of  such  solution,  it  became  ob- 
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vious  that  there  was  insufficient  knowledge 
about  this  new  profession.  This  paper  intends  to 
present  the  issue  to  the  physicians  of  our  State, 
in  order  to  inform  them  and  to  discuss  the  prob- 
lem so  that  in  the  end,  a decision  can  be  reached 
by  all  physicians  if  this  approach  in  our  State 
would  be  helpful  to  ease  the  manpower  short- 
age in  the  health  professions. 

Many  countries  employ  still  a health  profes- 
sional who  is  halfway  between  a nurse  and  the 
physician;  the  two  outstanding  examples  are 
the  midwife  in  the  European  countries  and  the 
feldsher  in  Russia.  Both  have  shown  their  value. 
The  countries  with  midwives  for  instance  have 
a lower  infant  mortality  than  the  U.  S.  And 
even  here  and  now  we  are  creating  the  “Super- 
nurse,” namely  in  our  Intensive  and  Cardiac 
Care  Units.  Because  in  the  treatment  of  cardiac 
emergencies  there  is  too  little  time  available 
we  are  forced  to  train  these  nurses  to  diagnose 
pathological  conditions  and  to  take  immediate 
and  appropriate  actions  on  their  own.  This  is 
basically  practice  of  medicine  and  not  covered 
in  the  Law  Regulating  the  Nursing  Profession.3 
It  is  therefore  suggested  that  these  laws  be 
changed  to  accommodate  the  progress  in  med- 
icine instead  of  writing  soft  worded  declara- 
tions.4 

The  American  Academy  of  Pediatrics  was  the 
first  of  the  professional  medical  organizations  to 
become  concerned  with  the  health  manpower 
shortage.  Predictions  indicate  that  half  of  all 
medical  students  through  1980  will  have  to  enter 
the  pediatric  specialty  if  we  are  to  maintain 
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present  standards  in  pediatric  care,  because  by 
that  time  78  million  Americans  will  be  under 
the  age  of  18  years.5  Since  this  is  impossible, 
new  avenues  of  providing  quality  health  care 
had  to  be  explored.  And  as  the  result  of  long 
deliberations,  surveys  of  most  pediatricians  and 
experimenting  mainly  at  the  University  of 
Colorado  in  Denver,  Colorado,  the  iUnerican 
Academy  of  Pediatrics  has  started  in  1969  a 
training  program  which  eventually  within  five 
years  will  yield  6,000  allied  child  health 
workers.  They  will  be  one  of  three  classifica- 
tions:6 

1. )  The  Pediatric  Nurse  Associate  (PNA) 

This  is  a registered  nurse  who  has  finished 
a diploma,  associate  degree  or  baccalaureate 
nursing  program  and  has  subsequently  com- 
pleted a nine-month  Pediatric  Nurse  Asso- 
ciate course  at  a Medical  School.  Presently 
the  only  facility  to  obtain  this  training  is  the 
University  of  Colorado  Medical  Center  in 
Denver,  Colorado,  but  the  program  will  soon 
be  spread  over  100  pediatric  centers.7 
The  responsibilities  of  the  PNA  may  include 
activities  that  are  directly  related  to  patient 
care,  as  obtaining  medical  and  health  his- 
tories, performing  parts  of  the  physical  ex- 
aminations, giving  information,  counsel  and 
management  of  health  problems. 

2. )  The  Pediatric  Office  Assistant  (POA) 

Whenever  possible  this  will  be  a licensed 
practical  nurse  or  a person  who  has  at  least 
two  years  of  college  completed. 

The  responsibilities  of  the  POA  are  to  aid  the 
pediatrician  or  PNA  in  patient  care  such  as 
obtaining  medical  histories,  weighing  and 
measuring  patients,  hearing  and  vision 
screening  and  performing  various  adminis- 
trative, clerical  and  technical  duties. 

3. )  The  Pediatric  Aid 

This  should  be  a high  school  graduate  who 
would  receive  on  the  job  training  by  a pedia- 
trician. 

Her  responsibilities  would  be  to  carry  out, 
under  supervision,  defined  routine  tasks  of 
a non-skilled  nature. 

There  is  not  much  need  to  discuss  the  classi- 
fications of  the  Pediatric  Office  Assistant  or  the 
Pediatric  Aid,  since  under  various  names  such 
persons  are  already  employed  in  physician’s 
offices.  However,  a very  critical  review  should 
receive  the  Pediatric  Nurse  Associate  (PNA) 
since  it  would  be  an  innovation  for  our  health 
system. 

It  is  typical  that  pediatricians  have  spear- 
headed this  new  development.  They  are  as  a 
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rule  more  aware  of  the  health  needs  for  that 
large  part  of  the  population  where,  even  though 
blessed  with  a relatively  low  mortality,  neglect 
can  have  profound  significance  for  our  whole 
nation.  Consequently  the  PNA’s  are  not  only 
employed  in  private  physician’s  offices  but  also 
in  Neighborhood  or  Community  Health  Centers 
and  other  areas  of  public  health  responsibility.8 

If  the  PNA  is  to  be  a relief  for  the  physician 
from  routine  duties,  time  consuming  functions 
and  relatively  simple  tasks,  then  the  PNA  will 
clearly  be  performing  above  the  level  of  the  RN. 
Her  responsibilities  will  at  least  in  part  be  that 
of  a physician.  One  must  therefore  be  assured 
that  the  PNA  besides  a high  degree  of  knowl- 
edge and  skill,  possesses  the  following  qual- 
ities:9 

1. )  ability  to  make  independent  judgments; 

2. )  willingness  to  assume  responsibility; 

3. )  proficiency  in  working  in  concert  with 

other  professional  colleagues  to  implement 
a plan  of  patient  care  and 

4. )  a clear  understanding  and  observance  of 

her  scope  of  practice  in  this  expanded 
nursing  role. 

It  would  appear  then  that  the  PNA  is  more 
than  a “Supernurse”  who  only  on  a rare  occa- 
sion is  called  to  make  an  independent  judgment 
and  to  assume  responsibility.  The  AMA  Com- 
mittee on  Nursing  states  very  clearly  in  its 
statement  on  the  Pediatric  Nurse-Practitioner- 
Program  that  the  PNA  will  be  “carrying  out 
functions  which  were  formerly  within  the  pro- 
vince of  the  physician.”10  The  question  in  the 
title  should  probably  be  answered  with:  The 
Physicians  Assistant  (PA)  is  a Junior  Physician! 

The  State  of  Colorado  was  the  first  one  to  pass 
legislation  regulating  this  new  health  profession 
and  the  law  indeed  emphasized  this  principle. 
The  Colorado  Child  Health  Associate  Act11 
points  out  that  the  position  of  the  Child  Health 
Associate  (CHA)  is  one  of  closely  supervised  in- 
dependence. 

The  Act  indicates  that: 

1.)  The  Child  Health  Associate  (CHA)  can  prac- 
tice only  in  the  office  of  a pediatrician,  under 
direct  supervision  and  only  while  such  pedia- 
trician is  directly  and  personally  available.  Serv- 
ices outside  the  office  can  only  be  rendered  if 
the  physician  is  present  or  if  they  consist  of 
routine  newborn  care  or  consist  of  follow-up 
care  of  a patient  pursuant  to  specific  directions 
of  the  pediatrician  related  to  one  particular  pa- 
tient. Emergency  care  is  excepted.  In  other 
words,  when  the  pediatrician  is  on  vacation,  the 
CHA  (or  PNA)  cannot  practice. 
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2. )  The  CHA  can  prescribe  drugs,  except  nar- 
cotics. A list  of  approved  drugs  is  prepared  by 
an  Advisory  Board  of  the  Board  of  Medical  Ex- 
aminers. 

3. )  The  CHA  cannot  render  any  surgical  treat- 
ment, including  fracture  care,  but  would  be  able 
to  give  follow-up  care  to  those  patients. 

4. )  One  CHA  can  only  be  employed  by  one 
pediatrician  and  the  CHA  can  only  see  children 
who  are  patients  of  the  employing  pediatrician. 
Only  physicians  whose  practice  is  substantially 
pediatrics  can  employ  a CHA,  provided  the 
physician  is  approved  by  the  Board  of  Medical 
Examiners. 

The  problem  of  legal  responsibility  is  solved 
for  the  CHA’s  in  Colorado  inasmuch  as  one  in- 
surance company  underwrites  the  malpractice 
and  professional  liability  insurance  for  all  of 
them.  On  the  other  hand,  they  are  also  covered 
by  their  status  as  an  employee  of  their  pedia- 
trician (“Captain  of  the  ship”  — principle)  as 
long  as  they  do  not  overstep  their  legally  de- 
fined activities,  and  so  are  in  their  legal  position 
perhaps  comparable  to  the  office  RN  in  South 
Dakota. 

In  South  Dakota  there  are  presently  only 
slightly  over  one  dozen  physicians  who  would 
qualify  for  the  employment  of  a PNA  (or  CHA) 
and  at  the  time  of  this  writing  only  very  few 
of  these  have  indicated  an  interest  in  such  pro- 
fessional association.  Therefore,  in  the  beginning, 
such  proposition  would  not  have  any  great  im- 
pact upon  the  health  manpower  shortage.  How- 
ever, one  can  see  that  other  specialties  will 
follow  suit  soon;  in  fact  the  first  Physician  As- 
sistants (PA)  for  surgery  have  been  graduated 
from  Duke  University,  and  the  “Project  Medex” 
of  the  University  of  Washington  having 
trained  former  Corpsmen  for  similar  tasks.  In 
December,  1969,  a total  of  13  medical  centers 
had  training  programs  for  different  types  of 
Physicians  Assistants.  In  other  words  what  the 
pediatricians  do  today  all  physicians  may  do 
within  a few  years. 

Admittedly,  pediatrics  lends  itself  better  for 
the  employment  of  para-medical  personnel  than 
a number  of  other  specialties.  But  one  should 
not  restrict  this  development  to  that  field.  The 
Armed  Forces  have  good  experiences  with  the 
employment  of  corpsmen  and  they  are  also  in- 
volved in  the  care  and  treatment  of  dependents 
with  similar  rights  and  legal  status  as  the  pa- 
tients in  civilian  life.13  The  Federal  Penal  Sys- 
tem also  employs  125  paramedics  in  26  locations 
with  great  success.14 

In  surgery  and  orthopedics  for  example,  these 


PA’s  could  be  used  as  First  Assistants  in  minor 
and  Second  Assistants  in  major  operations*  and 
perhaps  handle  minor  suturing,  cast  applica- 
tions, etc.  but  definitely  follow-up  care  of  sur- 
gical patients.  In  internal  medicine  such  duties 
could  encompass  routine  laboratory  and  chem- 
ical tests,  veni-punctures,  taking  of  histories, 
performing  part  of  the  physical  examination 
and  patients’  instructions,  patients’  reassurance 
and  informing  the  ward  nurses  of  activities, 
tests,  plans  of  treatment  and  their  changes,  etc. 

Even  in  South  Dakota,  ophthalmologists  have 
employed  long  ago  opticians  and  optometrists 
for  routine  testing  and  glass  fittings.  Similar 
roles  can  be  imagined  in  the  field  of  otorhino- 
laryngology. And  a combination  of  all  these 
applications  is  possible  if  a PA  is  employed  by  a 
general  practitioner.  As  a matter  of  fact,  here 
the  best  use  of  this  new  professional  can  be 
made  by  involving  him  or  her  in  the  routine 
follow-ups,  triage,  patients’  instructions,  testing 
and  similar  time  consuming  activities  which 
otherwise  are  short  changed.  The  best  example 
of  how  to  utilize  para-medical  personnel  has 
been  given  to  us  by  our  dental  colleagues,  who 
for  a long  time  have  employed  laboratory  and 
dental  technicians,  dental  nurses,  office  aides 
and,  as  of  late,  dental  hygienists. 

What  are  now  the  arguments  against  the  em- 
ployment of  a PA  as  far  as  they  have  been 
voiced  by  physicians?1 5 The  lack  of  adequate 
personnel  in  coronary  and  intensive  care  units 
especially  the  lack  of  physicians  as  well  as 
trained  personnel  in  operating  rooms  would  in- 
dicate that  there  is  a real  void  which  can  be 
filled  by  the  PA.  On  the  other  hand,  there  is  a 
question  if  the  scarcity  of  surgeons  is  a real 
one:  It  is  estimated  that  20,000  surgeons  are 
needed  in  the  United  States  and  19,000  are  ac- 
counted for.  Perhaps  the  whole  physician  man- 
power problem  is  not  a real  one,  except  in  a few 
areas  including  South  Dakota. 

It  has  also  been  pointed  out  that  there  is  a 
problem  of  inefficient  organization.  How  much 
time  do  we  spend  traveling  between  hospitals 
and  offices,  just  because  the  patient  thought  he 
should  go  to  the  Emergency  Room  during  office 
hours.  Or  in  those  communities  with  two  or 

* The  old  argument  that  at  major  surgery  a second 
physician  must  be  scrubbed  in  because  the  first 
one  may  drop  dead  does  not  hold  water.  “Old 
surgeons  never  die,  they  are  rejected.”  As  non- 
surgeons in  our  combined  association  with  large 
hospitals  of  almost  three  decades  we  have  never 
heard  that  a surgeon  demised  during  a surgical 
procedure.  Using  this  argument,  Mr.  Nader  could 
request  for  the  sake  of  automobile  traffic  safety 
and  with  much  greater  statistical  foundation  a co- 
chauffeur in  each  car. 
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more  hospitals  where  a physician  is  required  to 
be  on  staff  on  several  hospitals  just  because 
some  patients  select  their  hospitals  on  the  basis 
of  their  own  religion  rather  than  according  to 
their  physician’s  staff  appointment.  If  patients 
believe  that  minor  differences  are  that  im- 
portant in  hospital  care,  then  they  should  be 
willing  to  accept  part  of  their  care  from  PA’s 
or  pay  willingly  the  higher  price  connected  with 
their  special  demands. 

Nurses  today  do  what  physicians  had  to  do 
themselves  a few  years  back,  for  example  start- 
ing of  IV’s,  drawing  of  blood,  blood  banking,  in- 
travenous medications,  etc.  When  they  started 
to  do  so,  there  were  outcries  from  nurses  asso- 
ciations, as  well  as  other  professional  organiza- 
tions that  this  would  deteriorate  the  standard  of 
care.  Such  Cassandraic  warnings  did  not  be- 
come true.  Therefore,  it  behooves  us  to  explore 
the  possibilities  to  enlarge  the  responsibilities  of 
specially  trained  and  supervised  para-medical 
personnel. 

It  has  been  pointed  out  that  the  art  of  taking 
a medical  history  is  not  only  to  hear  what  has 
been  said  but  also  to  hear  what  has  not  been 
said.  Certainly  some  clues  would  be  lost  if  the 
PA  is  the  sole  responsible  interviewer.  But  one 
should  not  forget  that  he  or  she  should  do  only 
the  screening  procedures.  If  this  is  done  the  PA 
would  be  excluded  from  new  patients,  severely 
sick  ones  or  those  with  unknown  diagnosis. 
Proper  supervision  would  avoid  pitfalls  which 
would  come  from  insufficient  judgment  in  de- 
termining the  seriousness  of  the  illness, 
since  this  ability  cannot  be  learned  in  a short 
course. 

What  do  patients  think  of  the  PNA?  Four  sur- 
veys are  available  at  this  time.7  As  far  as  their 
employment  in  public  Well-Baby-Clinics,  Com- 
munity or  Neighborhood  Health  Centers  is 
concerned,  no  real  problems  were  expected  and 
observed.  In  the  private  office,  however,  occas- 
ionally difficulties  have  arisen.  Some  patients 
objected  that  they  came  to  see  the  pediatrician 
and  not  “his  nurse”  and  that  they  therefore  “just 
as  well  may  see  the  family  doctor.”16  The  rare 
loss  of  a patient  was  compensated  by  the  fact 
that  the  pediatrician  on  the  average  was  able  to 
manage  37.6%  more  patients,  offsetting  the  cost 
for  the  employment.  95%  of  the  parents  were 
satisfied  with  the  arrangement  between  the 
physician  and  the  PNA,  more  than  half  felt  that 
the  joint  care  was  better  than  the  previous  care 
by  the  pediatrician  alone.  Especially  the  educa- 
tional and  counseling  services  were  improved 
and  effectual  and  the  telephone,  one  major 


pediatric  headache,  had  ceased  to  be  an  obstacle 
for  communication.17 

Objectively  it  was  found  that  the  PNA  was 
able  to  appraise  and  to  manage  75%  of  all  chil- 
dren coming  for  health  care,  including  all  well 
children  and  66%  of  those  who  are  ill  or  injured. 
Only  two  out  of  182  children  examined  by  the 
PNA  were  assessed  differently  by  the  pedia- 
trician. 

Where  does  this  leave  us,  here  in  rural  Amer- 
ica, in  South  Dakota,  outside  of  our  two  larger 
cities?  If  we  should  accept  one  day  the  PA 
(CHA  or  PNA)  then  it  will  be  easy  to  employ 
him  or  her  in  the  rural  medical  center,  hospital 
or  private  office.  But  we  should  and  could  not 
offer  him  independent  positions  in  small  towns 
without  a physician,  since  direct  and  immediate 
supervision  by  a physician  is  one  of  the  require- 
ments for  employment.  On  the  other  hand,  the 
few  physicians  in  the  rural  areas  would  become 
more  effective  with  a PA  in  their  offices.  In- 
terestingly enough  in  Russia  problems  with  feld- 
shers have  arisen  only  when  the  feldsher  was 
in  a distant  community  not  supervised  by  a 
physician.18  Perhaps  it  is  cheaper  and  in  the 
interest  of  better  patient  care  to  establish  a good 
ambulance  service  with  or  without  PA  through- 
out the  State  which  is  able  to  transport  speedily 
the  patients  to  the  next  medical  center.19’  20 

A problem  we  as  physicians  have  to  solve 
soon,  regardless  if  South  Dakota  will  have  PA’s 
or  not,  is  the  problem  of  our  own  position 
towards  the  PA  when  meeting  him  or  her  pro- 
fessionally. In  Colorado  the  reactions  ranged 
from  whole  hearted  acceptance  to  belligerent 
antagonism.1 6 It  appears  unbelievable  that  any 
physician  at  this  time  in  South  Dakota  feels 
threatened  by  the  appearance  of  a PA,  even 
though  one  may  not  yet  have  the  courage  to  em- 
ploy a PA. 

But  regardless  of  the  outcome  of  the  discus- 
sion this  presentation  intends  to  start:  The  PA 
is  ante  portas.  If  South  Dakota  never  licenses 
PA’s,  they  are  licensed  in  Colorado  and  will  soon 
be  trained  and  licensed  in  other  states  and  the 
AMA  supports  the  principle. 

At  this  time  we  have  it  in  our  hands  to  create 
the  PA  in  South  Dakota  according  to  our  needs 
and  wishes  — as  “Junior  Physician”  or  as 
“Supernurse.”  In  a few  years  we  may  not  have 
this  chance  any  more  and  we  might  be  forced  to 
accept  the  PA  as  other  outside  powers  want  him 
to  be. 
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Main  Street,  Deadwood,  South  Dakota 
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I must  confess  that  until  the  last  few  years,  I,  like  many  other  South  Dakota  physicians, 
have  been  very  complacent  regarding  the  South  Dakota  Medical  School  Endowment  Association. 
Having  never  attended  the  South  Dakota  University  Medical  School,  I contributed  to  the  school 
from  which  I graduated.  However,  after  I became  acquainted  with  the  goals  and  accomplishments 
of  the  Endowment  Association,  I can  highly  recommend  that  each  physician  contribute  yearly. 

As  of  this  date,  the  Endowment  Association  has  outstanding  168  medical  student  loans  at  a 4% 
interest  rate.  These  loans  total  $77,000.00.  In  addition,  the  Association  provides  funds  to  the  Health 
Professions  Loan  Program,  which  is  then  matched  with  federal  funds  at  a 9-1  ratio.  This  fund 
provides  loans  to  students  in  addition  to  direct  loans  from  the  Endowment  Association. 

The  Endowment  Association  acts  as  a liaison  between  the  South  Dakota  State  Medical  Associa- 
tion and  the  Medical  School.  The  Endowment  Association  with  the  assistance  of  the  Medical  School 
and  the  South  Dakota  State  Medical  Association  sponsored  Medical  School  Days.  In  1969  there  were 
136  registered  and  this  year  176.  This  is  a worth  while  program  and  would  highly  recommend  you 
attend  next  year. 

The  Endowment  Association  is  now  acting  as  the  vehicle  to  purchase  a $29,000.00  colored  T.V. 
camera  for  our  medical  school.  After  two  years  this  becomes  property  of  the  school.  The  med- 
ical students  will  be  able  to  observe  surgery  being  done  in  Sioux  Falls  or  Yankton  while  sitting  in 
the  classroom  at  Vermillion.  They  will  also  have  two  way  communication. 

In  1969,  157  doctors  contributed  $12,528.00.  Thus  far  in  1970  only  105  doctors  have  contributed. 
The  Endowment  Association  needs  your  assistance. 

J.  A.  Muggly,  President 
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MINUTES  OF  THE  COUNCIL  MEETING 
4:00  P.M.  The  Prairie 

Thursday,  September  24,  1970  Vermillion,  S.  D. 

The  meeting  was  called  to  order  by  Harvard  Lewis, 
M.D.,  Chairman  of  the  Council.  Those  present  for 
roll  call  were  Doctors  J.  A.  Muggly,  G.  Robert  Bart- 
ron,  W.  R.  Taylor,  A.  P.  Reding,  R.  H.  Quinn,  G.  E. 
Tracy,  Bruce  Lushbough,  C.  L.  Swanson,  Fred  Leigh, 
Harvard  Lewis,  E.  T.  Lietzke,  Clark  Johnson,  M.  R. 
Cosand,  J.  E.  Ryan,  student  representative  — Todd 
Biegler,  and  commission  chairmen  — J.  B.  Gregg, 
M.D.  and  James  C.  Larson,  M.D.  Also  in  attendance 
was  Dr.  Robert  Hayes,  Director  of  the  State  Health 
Department. 

Dr.  Leigh  moved  to  dispense  with  the  reading  of 
the  minutes  of  the  last  meeting  inasmuch  as  they  have 
been  published.  The  motion  was  seconded  by  Dr. 
Muggly  and  carried. 

The  Council  considered  the  report  of  the  Commis- 
sion on  Internal  Affairs.  Dr.  Reding  moved  that  the 
Council  accept  the  report  of  the  Commission  on 
Internal  Affairs  as  presented.  The  motion  was  sec- 
onded by  Dr.  Tracy  and  carried. 

MINUTES  OF  THE  MEETING 
OF  THE 

COMMISSION  ON  INTERNAL  AFFAIRS 
10:00  a.m.  Executive  Office 

Saturday,  Aug.  29,  1970  Sioux  Falls,  South  Dakota 

The  meeting  was  called  to  order  at  10:30  a.m. 
Present  were  Doctors  B.  T.  Lenz,  C.  S.  Roberts,  E.  A. 
Rudolph  and  R.  R.  Giebink.  Also  in  attendance  was 
Richard  C.  Erickson. 

Mr.  Erickson  reviewed  the  minutes  of  the  last  Com- 
mission meeting.  A discussion  was  held  on  the  para- 
medical loan  fund  program.  The  Commission  mem- 
bers reviewed  the  brochure  which  is  being  prepared. 
This  brochure  will  be  forwarded  to  high  school  coun- 
sellors and  to  the  various  para-medical  schools  in 
South  Dakota. 

Mr.  Erickson  informed  the  Commission  members 
that  he  has  informed  representatives  at  the  School 
of  Medicine  of  the  availability  of  a course  in  sen- 
sitivity training. 

The  Commission  reviewed  the  July  Financial  Re- 
port, a breakdown  of  the  items  — Staff  travel,  phys- 
icians’ travel,  and  public  relations.  Dr.  Rudolph 
moved  that  the  Commission  recommend  to  the  Coun- 
cil that  the  per  diem  allowance  for  out  of  state  travel 
by  physicians  be  increased  to  $40.  The  motion  was 
seconded  and  carried. 

The  meeting  adjourned  at  12:00  noon. 

The  Council  considered  the  report  of  the  Commis- 
sion on  Medical  Service.  Dr.  Lietzke  moved  that  the 
Council  accept  the  report  of  the  Commission  on  Med- 
ical Service  as  presented.  The  motion  was  seconded 
by  Dr.  Taylor  and  carried.  Dr.  Bartron  moved  that 
the  Association  submit  the  names  of  Dr.  R.  H.  Quinn 
and  Dr.  Clark  Johnson  to  the  Medical  School  Admis- 
sions Committee  for  consideration  of  the  appointment 
of  one  to  serve  on  the  Admissions  Committee.  The 
motion  was  seconded  by  Dr.  Tracy  and  carried. 

MINUTES  OF  THE  MEETING 
OF  THE 

COMMISSION  ON  MEDICAL  SERVICE 
10:00  a.m.  Executive  Office 

Saturday,  Aug.  29,  1970  Sioux  Falls,  South  Dakota 

The  meeting  was  called  to  order  by  Gerald  Tuohy, 
M.D.,  Chairman  of  the  Commission.  Those  present 
for  roll  call  were  Doctors  Gerald  Tuohy,  Warren 
Jones,  T.  H.  Sattler,  Roland  Hubner,  Bernard  Gerber 
and  G.  E.  Tracy,  and  Donald  Rollins,  student  repre- 
sentative. Also  in  attendance  was  J.  A.  Muggly,  M.D., 
president  of  the  State  Medical  Association. 

The  Commission  dispensed  with  the  reading  of  the 
minutes  of  the  previous  meeting  inasmuch  as  they 
have  been  published. 

The  Commission  discussed  undertaking  a study  on 
the  various  methods  of  health  care  delivery.  After 
lengthy  discussion  Dr.  Gerber  moved  that  the  Com- 
mission contact  Dr.  Parrish  and  request  information 
concerning  his  proposal  to  aid  community  health  and 
that  the  Commission  cooperate  with  Dr.  Parrish  in 


establishing  a community  health  care  program 
through  the  University  of  South  Dakota  to  provide 
bussing  and  transportation  for  the  indigent  in  smaller 
communities  to  the  sources  of  medical  care.  The 
motion  was  seconded  by  Dr.  Sattler  and  carried.  The 
Commission  recommended  that  Dr.  Warren  Jones 
and  Dr.  Gerald  Tracy  be  named  to  the  sub-committee 
to  work  with  Dr.  Parrish. 

The  Commission  reviewed  the  overhead  expense 
protection  plan  endorsed  by  the  Association  and  the 
insurance  company’s  refusal  to  accept  the  application 
of  “a  certain  doctor.”  The  Commission  recommended 
that  a registered  letter  be  sent  to  the  CNA  Insurance 
Company,  oyer  Dr.  Tuohy’s  signature  as  chairman, 
stating  that  inasmuch  as  the  Association  endorses  this 
policy,  an  explanation  should  be  provided  to  them 
as  to  why  “a  certain  doctor’s”  application  was  refused. 
The  Commission  also  recommended  that  “a  certain 
doctor”  be  informed  that  the  Commission  is  taking 
action  on  this,  and  the  Commission  requested  that  the 
members  be  furnished  with  copies  of  the  reply  from 
the  CNA  Insurance  Company. 

Dr.  Tracy  reported  on  the  activities  of  the  Admis- 
sions Committee  for  the  Medical  School.  He  stated 
that  this  year  the  Admissions  Committee  hopes  to 
establish  a local  physician  in  each  college  community 
in  South  Dakota  to  assist  the  college  counselors  in 
counseling  pre-med  students.  Dr.  Tracy  stated  that 
the  Admissions  Committee  wrote  a policy  statement 
regarding  admissions  which  will  be  published  in  the 
Journal  along  with  an  editorial  as  soon  as  the  Medical 
School  administration  gives  its  approval  to  the  state- 
ment. The  Commission  commended  the  physician 
members  of  the  Admissions  Committee  for  their 
many  hours  of  work  involved  in  interviewing  can- 
didates and  attending  meetings  of  the  Admissions 
Committee.  The  Commission  recommended  that  when 
a South  Dakota  student  is  accepted  to  the  University 
of  South  Dakota  Medical  School,  the  Admissions 
Committee  contact  a local  physician  to  encourage 
this  student  to  attend  the  South  Dakota  Medical 
School.  The  Commission  requested  that  the  execu- 
tive office  inform  the  Admissions  Committee  that  if 
they  wish  to  have  another  physician  member,  the 
Association  will  submit  three  names  and  the  Admis- 
sions Committee  can  then  select  one.  Dr.  Tracy  was 
reappointed  to  serve  on  the  Admissions  Committee 
for  the  coming  year. 

The  Commission  discussed  the  need  for  a special 
committee  to  study  the  needs  of  the  medical  school. 
Dr.  Tuohy  will  appoint  a subcommittee  from  the 
Commission  members  to  act  as  liaison  between  the 
medical  school  and  the  State  Association. 

The  meeting  was  adjourned  at  12:00  noon. 

The  Council  considered  the  report  of  the  Com- 
mission on  Scientific  Medicine.  Dr.  Lushbough  moved 
that  the  Council  accept  the  report  of  the  Commission 
on  Scientific  Medicine  as  presented.  The  motion  was 
seconded  by  Dr.  Johnson  and  carried. 

MINUTES  OF  THE  MEETING 
OF  THE 

COMMISSION  ON  SCIENTIFIC  MEDICINE 
1:30  P.M.  Executive  Office 

Saturday,  Aug.  29,  1970  Sioux  Falls,  South  Dakota 

The  meeting  was  called  to  order  at  1:30  p.m.  by 
Dr.  James  C.  Larson,  Chairman  of  the  Commission. 
Present  were  Doctors  Larson,  R.  B.  Leander,  J.  T. 
Tidd,  N.  B.  Saoi,  Karl  Wegner,  Jose  Michieli,  J.  H. 
Zakahi  and  J.  A.  Muggly.  Also  attending  the  meeting 
were  Richard  C.  Erickson  and  Richard  Jongewaard, 
the  student  representative. 

Mr.  Erickson  outlined  the  plans  for  Saturday  of 
the  1971  annual  meeting.  The  Commission  determined 
to  keep  the  same  format  as  the  1970  annual  meeting. 

The  Commission  tentatively  set  up  the  scientific 
portion  of  the  program  as  follows: 

8:30-  9:00  A.M.  Continental  breakfast 

G.  S.  Paulson,  M.D.,  Presiding 
Officer 

9:00-  9:45  A.M.  Kermit  Krantz,  M.D.,  Kansas  City 
Ob-Gyn 

(Continued  on  Page  47) 
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9:45-10:30 

10:30-10:45 
10:45-12:00 
12:00-  1:30 
1:30-  4:00 

1:30-  2:00 

2:00-  2:30 
2:30-  2:45 
2:45-  3:15 

3:15-  3:45 

3:45-  4:00 


(Continued  from  Page  41) 

A.M.  Dr.  Moorman,  Denver,  Colorado 
EENT 

A.M.  Coffee  break 

Noon  Medical  School  Symposium 

P.M.  Lunch 

P.M.  Symposium  on  Trauma  — Charles 
Gwinn,  M.D.,  Moderator 
P.M.  Stanley  Nelson,  M.D.,  Neuro- 
surgeon 

P.M.  B.  J.  Begley,  M.D.,  Urologist 
P.M.  Coffee  break 
P.M.  Russell  Harris,  M.D.,  Thoracic 
Surgeon 

P.M.  C.  F.  J.  Blunck,  M.D.,  Orthopedic 
Surgeon 

P.M.  Question  and  Answer  Period 


The  Commission  suggested  that  the  Rapid  City 
physicians  be  requested  to  investigate  the  possi- 
bility of  furnishing  sleeping  accommodations  for  med- 
ical students  who  are  not  with  their  preceptors  dur- 
ing the  annual  meeting. 

The  Commission  was  informed  of  the  Conference 
on  Continuing  Medical  Education  to  be  held  in 
Chicago,  in  October.  Dr.  J.  C.  Larson  will  represent 
the  Association  if  his  schedule  permits. 

Dr.  Michieli  suggested  that  Dr.  Heinrichs  represent 
the  State  Association  at  the  White  House  Conference 
on  Children  and  Youth.  His  name  will  be  submitted 
to  the  Governor  as  a possible  delegate  from  South 
Dakota. 

The  meeting  adjourned  at  4:00  p.m. 

The  Council  considered  the  report  of  the  Commis- 
sion on  Communications  and  Liaison.  Dr.  Tracy 
moved  that  the  Council  recommend  that  the  House 
of  Delegates  follow  the  recommendations  of  the  Com- 
mission on  Communications  and  Liaison  and  alter 
the  Association  bylaws  to  permit  osteopaths  to  be- 
come affiliate  members  of  the  State  Medical  Associa- 
tion. The  motion  was  seconded  by  Dr.  Ryan  and 
carried.  Dr.  Lushbough  moved  that  the  Council  ac- 
cept the  report  of  the  Commission  on  Communica- 
tions and  Liaison  as  presented.  The  motion  was  sec- 
onded by  Dr.  Reding  and  carried. 


MINUTES  OF  THE  MEETING  OF  THE 
COMMISSION  ON  COMMUNICATIONS  AND 
LIAISON 

10:00  A.M.  Executive  Office 

Saturday,  Aug.  22,  1970  Sioux  Falls,  South  Dakota 

The  meeting  was  called  to  order  by  John  Barlow, 
M.D.,  Chairman  of  the  Commission  on  Communica- 
tions and  Liaison.  Those  present  for  roll  call  were 
Doctors  John  Barlow,  Romans  Auskaps,  R.  E.  Van 
Demark,  and  Eldon  Bell.  Dr.  Muggly,  President  of 
the  Association,  also  attended  the  meeting. 

Dr.  Auskaps  moved  that  the  Commission  dispense 
with  the  reading  of  the  minutes  of  the  last  meeting 
inasmuch  as  they  have  been  published.  The  motion 
was  seconded  by  Dr.  Van  Demark  and  carried. 

The  Commission  members  considered  the  resolu- 
tion from  the  House  of  Delegates  regarding  osteo- 
pathic membership  in  the  Association.  Represen- 
tatives from  the  Osteopathic  Association  in  attendance 
included  F.  A.  Nutter,  D.O.;  L.  P.  Mills,  D.O.;  and 
L.  L.  Massa,  D.O.  The  Commission  recommends  to 
the  Council  that  the  State  Medical  Association  allow 
osteopaths  to  become  affiliate  members  of  the  South 
Dakota  State  Medical  Association  with  all  privileges 
including  representation  on  the  various  commissions 
but  excluding  representation  on  the  Council  and  in 
the  House  of  Delegates;  that  the  dues  structure  re- 
main the  same  for  the  osteopathic  members  as  for 
other  professional  members,  and  allowing  the  in- 
dividual districts  at  their  discretion  to  permit  osteo- 
pathic membership  in  their  district  medical  societies. 

The  Commission  members  discussed  the  resolution 
concerning  the  South  Dakota  Journal  of  Medicine 
and  proposed  changes.  The  Commission  recommends 
that  inasmuch  as  the  South  Dakota  Journal  of  Med- 
icine is  one  of  three  journals  in  the  United  States 
operating  in  the  “black”  consideration  of  regionaliza- 
tion be  dismissed  and  our  Journal  be  preserved  in  its 
present  form,  with  the  thought  of  improving  the 


quality  of  the  articles,  and  that  the  Journal  continue 
to  serve  as  the  house  organ  for  the  State  Medical 
Association.  It  was  also  noted  that  the  section  of  the 
Journal  pertaining  to  the  Pharmaceutical  Association 
was  dropped  because  of  lack  of  financial  support  on 
behalf  of  that  Association. 

The  Commission  considered  a request  from  the 
Hospital  Association  that  the  Association  publish  a 
pamphlet  on  medicine  as  a career  to  be  included  in 
their  health  careers  booklet.  The  Commission  recom- 
mends to  the  Council  that  the  Association  publish 
such  a pamphlet  at  a cost  of  approximately  $300. 

Mr.  Johnson  reviewed  the  arrangements  for  a 
booth  to  be  sponsored  by  the  Association  at  the  South 
Dakota  Education  Association  convention  to  be  held 
in  Rapid  City.  The  Commission  recommends  that  a 
booklet  listing  schools  and  requirements  for  health 
careers  be  published  by  the  Association  and  dis- 
tributed at  the  booth. 

Mr.  Johnson  briefly  reviewed  the  plans  for  the 
medical-legal  conference  to  be  held  in  Vermillion  in 
September  in  conjunction  with  Medical  School  Recog- 
nition Days. 

The  Commission  considered  the  proposed  joint 
statement  on  administration  of  anesthesia  during 
labor  and  delivery  from  the  Nurses’  Association.  The 
Commission  recommended  that  paragraph  four  be 
changed  and  that  the  words  “or  should  not  be  al- 
lowed” be  deleted,  that  paragraph  six  be  revised  to 
read  “Hospitals  should  (((attempt  to)))  provide  neces- 
sary coverage  in  delivery  room  by  either  an  M.D.  or 
a C.R.N.A.  in  the  administration  of  anesthesia  and 
that  the  following  paragraph  be  added  (((It  should 
be  understood  that  in  certain  instances  or  in  certain 
areas  certified  nurses  may  not  be  available;  that  in 
these  cases  the  most  qualified  person  should  be 
used.))) 

The  Commission  considered  the  proposed  joint 
statement  on  the  role  of  the  registered  nurse  per- 
forming vaginal  examinations  from  the  Nurses’ 
Association.  The  Commission  recommended  that 
paragraph  three,  B be  revised  to  read  “Policies  be 
established  stating  that  (((if)))  non-sterile  digital  and 
speculum  vaginal  examinations  (((are  to  be)))  per- 
formed on  the  non-pregnant  woman  for  the  purpose 
of  obtaining  a specimen  for  a diagnostic  evaluation, 
(((that  the)))  procedure  be  written  regarding  tech- 
nique to  be  performed.” 

Mr.  Johnson  discussed  Community  Health  Week  to 
be  held  October  18-24,  1970  and  urged  the  physicians 
to  contact  their  local  radio  and  T.V.  stations  and 
newspapers  and  request  that  one  article  from  the 
Community  Health  Week  packet  be  used  by  the 
news  media  as  a public  service  message. 

The  meeting  adjourned  at  12:30  p.m. 

PROPOSED  JOINT  STATEMENT  ON  THE  ROLE 
OF  THE  REGISTERED  NURSE  PERFORMING 
VAGINAL  EXAMINATIONS 

With  the  objective  of  providing  a statement  to 
serve  as  a needed  guide  for  agencies  and  individual 
practitioners,  the  South  Dakota  State  Medical  Asso- 
ciation, South  Dakota  Hospital  Association,  the  State 
Department  of  Health,  the  South  Dakota  Nurses’ 
Association  and  the  South  Dakota  Board  of  Nursing 
have  developed  the  following  recommendations  in 
regard  to  performance  of  vaginal  examinations  in 
evaluation  of  the  patient. 

1.  The  nurse  must  have  had  proper  instruction  in 
the  digital  vaginal  examination  and  the  speculum 
vaginal  examination. 

2.  The  nurse  performs  either  type  of  vaginal  exam- 
ination only  upon  the  written  or  standing  order  of 
the  physician. 

3.  When  the  vaginal  examination  procedure  is  per- 
formed in  a hospital  or  organized  health  agency, 
it  is  recommended  that: 

A.  Policies  be  established  stating  that  only  sterile 
digital  and  speculum  vaginal  examinations 
may  be  performed  on  the  pregnant  woman 
and  a procedure  be  written  outlining  steps  to 
be  followed. 

B.  Policies  be  established  stating  that  (((if)))  non- 
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sterile  digital  and  speculum  vaginal  exam- 
inations (((are  to  be)))  performed  on  the  non- 
pregnant woman  for  the  purpose  of  obtaining 
a specimen  for  a diagnostic  evaluation,  (((that 
the)))  procedure  be  written  regarding  tech- 
nique to  be  performed. 

4.  The  hospital  or  organized  health  agency  must  first 
determine  whether  vaginal  examinations  are  nurs- 
ing functions;  then  establish  a uniform  on-going 
inservice  teaching  method  of  instruction. 

5.  It  is  the  nurse’s  responsibility  to  determine  whether 
she  is  competent  or  adequately  prepared  to  carry 
out  this  function,  and,  if  not,  she  should  refuse  to 
do  so,  thereby  protecting  both  the  patient  and  her- 
self. 

PROPOSED  JOINT  STATEMENT  ON  ADMINIS- 
TRATION OF  ANESTHESIA  DURING 
LABOR  AND  DELIVERY 

The  purpose  of  this  statement  is  primarily  to  as- 
sure saie  care  to  patients  and  to  give  direction  to 
hospitals,  physicians  and  nurses.  The  statement  is 
directed  to  registered  professional  nurses. 

It  is  recognized  that  the  obstetric  patient  in  labor 
and  delivery  constitutes  a higher  risk  than  other 
types  of  patients  receiving  anesthesia. 

It  is  agreed  that  the  administration  of  anesthesia 
is  a medical  procedure  and  the  responsibility  for 
carrying  out  such  procedure  may  be  delegated  by  the 
attending  physician  or  physician  anesthesiologist, 
only  to  a certified  registered  nurse  anesthetist 
(CRNA). 

A registered  professional  nurse  not  so  qualified 
should  not  be  expected  to  administer  anesthesia  to 
patients  during  labor  and  delivery.  The  administra- 
tion of  anesthesia  refers  to  the  administration  of 
any  anesthetic  by  any  means. 

This  prohibition  does  not  prohibit  the  nurse  assist- 
ing the  patient  with  an  analgesic  which  the  patient 
can  “self-administer.” 

Hospitals  should  (((attempt  to)))  provide  necessary 
coverage  in  delivery  room  by  either  an  M.D.  or  a 
C.R.N.A.  in  the  administration  of  anesthesia. 

(((It  should  be  understood  that  in  certain  instances 
or  in  certain  areas  certified  nurses  may  not  be  avail- 
able; that  in  these  cases  the  most  qualified  person 
should  be  used.))) 

The  Council  considered  the  report  of  the  Com- 
mission on  Legislation  and  Governmental  Relations. 
A discussion  was  held  concerning  the  Hearing  Aid 
Dealers  Licensing  Law.  It  was  determined  to  delay 
action  on  this  until  a statement  is  received  from  the 
Attorney  General  on  this  bill.  Dr.  Swanson  moved 
that  the  Council  accept  the  report  of  the  Commis- 
sion on  Legislation  and  Governmental  Relations  as 
presented.  The  motion  was  seconded  by  Dr.  Taylor 
and  carried. 

REPORT  OF  THE  MEETING  OF  THE  COMMISSION 
ON  LEGISLATION  AND  GOVERNMENTAL  RELA- 
TIONS OF  THE  SDSMA  HELD  AT  THE  HEAD- 
QUARTERS BUILDING,  SDSMA,  ON 
AUGUST  22,  1970 
Members  present: 

Doctors  Foley,  Church,  Hayes,  Wold,  Gregg. 
USD  Representative,  C.  Gunderson.  Also 
present:  Drs.  J.  A.  Mug'gly,  Eldon  Bell,  Messrs. 
R.  Erickson,  W.  May,  R.  Johnson. 

Items  of  Business: 

1)  Minutes  of  the  last  meeting  were  dispensed  with 
by  virtue  of  having  been  published. 

2)  Legislation  regarding  illumination  of  bicycles 
upon  the  highway  has  been  enacted  in  this  State  in 
the  past  and  only  needs  implementation.  It  was  the 
recommendation  of  the  Commission  that  the  SDSMA 
correspond  with  Atty.  Gen.  Gordon  Mydland  and  the 
S.  D.  State  Police  Officers  and  Sheriffs  Association 
reminding  them  of  the  potential  danger  of  non- 
illuminated  bicycles  and  requesting  their  assistance 
in  this  problem. 

3)  No  reply  has  been  received  by  the  SDSMA  con- 


cerning an  inquiry  regarding  the  improvement  in 
medical  and  other  services  which  have  followed  the 
removal  of  the  S.  D.  School  for  the  Blind  from  Gary 
to  Aberdeen.  It  was  the  recommendation  of  the  Com- 
mission that  the  SDSMA  send  another  letter,  this  time 
to  Mr.  Ben  Hins,  asking  for  the  information  desired 
and  that  this  matter  be  again  discussed  at  the  next 
Commission  meeting. 

4)  Change  in  Law  to  allow  incorporation  by  one 
physician  was  discussed  by  Mr.  W.  May.  It  was  the 
recommendation  of  the  Commission  that  the  SDSMA 
sponsor  such  legislation  at  the  next  session  of  the 
S.  D.  Legislature. 

5)  Status  of  physicians  under  the  “Implied  Consent 
Law”  was  discussed  by  Mr.  W.  May  and  the  Com- 
mission. In  view  of  the  expressed  opinion  by  Mr. 
May  that  this  law  is  an  adequate  safeguard  for  the 
physicians,  no  action  was  taken. 

6)  Abortion  legislation.  It  was  M/S/C  (Hayes/ 
Wold)  that  the  SDSMA  concur  in  the  recent  AM  A 
Policy  Statement  on  Abortion  herewith  enclosed.  It 
was  the  strong  feeling  of  the  Commissioners  as- 
sembled that  the  second  paragraph  of  the  Resolved 
portion  of  the  AMA  Policy  Statement  be  emphasized 
in  any  discussion  by  the  SDSMA  or  release  to  the 
press.  It  was  M/S/C  (Church/Wold)  that  the  SDSMA 
investigate  the  possibility  of  retention  of  criminal 
penalty  for  those  other  than  licensed  medical  prac- 
titioners who  are  instrumental  in  the  production  of 
abortions.  It  was  the  further  recommendation  of  the 
Commission  that  the  SDSMA  not  sponsor  legislation 
relating  to  abortion  but  be  in  a consultative  capacity 
in  discussions  relating  to  such  legislation  and  work 
for  a program  which  conforms  to  the  AMA  Policy 
Statement. 

7)  Legislation  prohibiting  fireworks  in  S.  D.  It  was 
M/S/C  (Wold/Foley)  that  the  SDSMA  endorse  and 
strongly  support  legislation  to  outlaw  fireworks  other 
than  displays  put  on  by  trained  personnel.  The  Com- 
mission accepted  and  recommended  to  the  Council 
of  the  SDSMA  a resolution  submitted  by  Dr.  R.  H. 
Quinn,  a copy  of  which  accompanies  this  report. 

8)  Hearing  Aid  Dealer  Licensing  Law  Change  to 
include  licensure  of  practicing  physicians  if  they 
dispense  hearing  aids  during  the  course  of  their  prac- 
tice was  discussed  at  length.  It  was  M/S/C  (Hayes/ 
Wold)  Gregg  abstaining,  that  hearing  aids,  like  drugs 
or  any  other  appliance  used  to  treat  human  illnesses 
should  be  dispensed  by  the  physician  in  his  office  if 
the  best  interest  of  the  patient  is  served  thereby  and 
that  the  SDSMA  be  on  record  as  opposed  to  the 
change  in  the  Hearing  Aid  Dealers  Licensing  Law. 

9)  Health  facilities  for  mass  public  gatherings.  It 
was  M/S/C  (Church/Wold)  that  the  SDSMA  endorse 
legislation  introduced  by  the  S.  D.  Public  Health 
Association,  or  others,  to  promote  this  matter. 

10)  It  was  the  unanimous  recommendation  of  the 
Commission  that  the  SDSMA  endorse  continued  sup- 
port of  the  U.S.D.  Medical  School  and  strive  for  an 
increased  budget  for  the  next  biennium.  (Suggested 
$1,250,000.00). 

11)  Doctor  Hayes  reported  briefly  upon  changes 
in  the  S.  D.  Health  Department  and  reported  that 
the  Health  Advisory  Committee  in  the  future  will  be 
an  important  part  of  his  Department. 

12)  Doctor  Bell  discussed  the  drug  abuse  problem 
in  South  Dakota  and  requested  that  the  SDSMA 
endorse  legislation  to  promote  teaching  about  this 
problem  in  the  schools  of  the  state,  by  the  teachers. 
It  is  the  recommendation  of  the  Commission  that  the 
SDSMA  endorse  such  legislation  if  Dr.  Bell  or  others 
can  get  such  legislation  introduced  and  can  over- 
come the  opposition  to  it  which  was  present  at  the 
last  session  of  the  legislature. 

13)  The  next  meeting  of  the  Commission  will  be 
in  early  1971,  the  next  date  not  having  been  set  now. 

14)  The  Commission  requests  that  the  Council  of 
the  SDSMA  empower  Mr.  R.  C.  Erickson,  Mr.  R. 
Johnson,  the  Physicians  who  are  members  of  the 
S.  D.  Legislature,  and  the  Chairman  of  this  Commis- 
sion, to  act  for  the  SDSMA  at  the  time  of  the  next 
legislative  session.  Whenever  possible  consultation 
will  be  had  with  the  members  of  the  Commission  and 
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the  President  of  the  SDSMA  prior  to  action  upon 
legislative  matters. 

Respectfully  submitted, 

J.  B.  Gregg,  M.D. 

Chairman 

Commission  on  Legislation  and 

Governmental  Relations 

RESOLUTION  ON  PROHIBITION  OF  FIREWORKS 

WHEREAS:  The  South  Dakota  State  Medical  Asso- 
ciation is  constantly  striving  to  improve  the 
health,  safety  and  well-being  of  the  citizens  of 
South  Dakota,  and 

WHEREAS:  Deaths,  serious  injury  and  property 
damage  have  occurred  during  the  year  1970  as  a 
result  of  the  promiscuous  sale  and  use  of  fire- 
works in  South  Dakota. 

THEREFORE  BE  IT  RESOLVED  that  the  South  Da- 
kota State  Medical  Association  go  on  record  as 
being  opposed  to  the  general  sale  and  use  of 
fireworks,  and 

BE  IT  FURTHER  RESOLVED  that  the  South  Dakota 
State  Medical  Association  do  all  in  its  power  to 
urge  the  South  Dakota  State  Legislature  to  adopt 
laws  restricting  the  sale  and  use  of  fireworks 
within  the  State  of  South  Dakota. 

The  Council  reviewed  the  financial  report  of  the 
South  Dakota  Health  Research  Institute  for  its  in- 
formation. 

The  Council  read  a letter  from  Senator  McGovern 
regarding  the  need  for  physicians  in  rural  areas  for  its 
information. 

Nominations  were  in  order  for  Councilor  from  the 
Aberdeen  District.  Dr.  Tracy  moved  that  David  Sea- 
man, M.D.,  be  named  Councilor  from  the  Aberdeen 
District.  The  motion  was  seconded  by  Dr.  Johnson 
and  carried. 

Mr.  Erickson  briefly  reported  on  the  new  addition 
to  the  Medical  Association  building  for  the  Coun- 
cilors’ information. 

Mr.  Erickson  discussed  a proposal  for  the  Asso- 
ciation to  sponsor  group  tours.  Dr.  Leigh  moved  that 
the  Association  not  sponsor  any  tours.  The  motion 
was  seconded  by  Dr.  Reding  and  carried. 

The  Council  considered  a letter  concerning  the 
United  States  Bicentennial  celebration  and  the  in- 
volvement of  South  Dakota  medicine  in  such  a cele- 
bration. Dr.  Leigh  moved  that  the  Association  ap- 
prove the  proposed  concept  and  that  the  executive 
office  contact  Dr.  Samuel  Hadden  regarding  Dr. 
Gregg’s  project  with  skulls.  The  motion  was  seconded 
by  Dr.  Quinn  and  carried. 

The  Council  considered  the  letter  from  the  Chil- 
dren’s Hospital  Research,  Inc.  No  action  was  taken. 

The  Council  considered  the  recommendation  from 
the  Reference  Committee  concerning  hospital  and 
district  utilization  and  review  committees.  Dr.  Cosand 
moved  that  the  Council  accept  and  implement  this 
recommendation.  The  motion  was  seconded  by  Dr. 
Taylor  and  carried. 

A letter  from  Dr.  Paul  Bunker  was  reviewed  for 
the  Council’s  information. 

The  Council  considered  a request  for  endorsement 
of  the  Medical  Education  Community  Orientation 
program  which  would  allow  medical  students  to  work 
t in  rural  area  hospitals  during  the  summer  to  further 
their  training,  and  for  which  they  would  receive 
room  and  board  and  some  remuneration.  Dr.  Muggly 
moved  that  the  Association  endorse  the  MECO  pro- 
gram. The  motion  was  seconded  by  Dr.  Johnson  and 
carried. 

Mr.  Erickson  discussed  the  possibility  of  state  funds 
being  available  for  health  programs.  Dr.  Tracy  moved 
! that  the  executive  office  write  the  Attorney  General 
and  point  out  that  the  physicians  have  an  Endow- 
ment Association,  a para-medical  loan  program,  and 
that  the  Board  of  Directors  of  the  Endowment  Asso- 
ciation or  the  Council  of  the  State  Medical  Associa- 
tion would  be  interested  in  administering  part  or  all 
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of  the  funds,  or  if  a separate  Board  is  established  to 
administer  funds,  the  physicians  would  like  to  be 
represented  on  that  Board.  The  motion  was  seconded 
by  Dr.  Muggly  and  carried. 

Dr.  Tracy  moved  that  the  Council  commend  Dr. 
Hayes  for  his  activities  as  Coordinator  for  the 
Nebraska-South  Dakota  Regional  Medical  Program 
and  for  accepting  the  position  of  Director  of  the  State 
Health  Department.  The  motion  was  seconded  by  Dr. 
Lushbough  and  carried. 

The  winter  Council  meeting  was  set  for  Saturday, 
January  9,  in  Sioux  Falls. 

Dr.  Gregg  announced  that  a new  program  has  been 
established  through  the  University  of  South  Dakota 
for  the  eye  and  ear  care  of  Indians  in  the  state. 

Dr.  Bartron  discussed  the  possibility  of  South  Da- 
kota participating  in  a regional  medical  education 
facility.  Dr.  Bartron  moved  that  the  South  Dakota 
State  Medical  Association  and  its  Council  recommend 
the  endorsement  of  enabling  legislation  to  permit  an 
interstate  cooperative  approach  to  regional  medical 
education  programs.  The  motion  was  seconded  by 
Dr.  Leigh  and  carried. 

Mr.  Erickson  introduced  Dr.  Willard  Brown,  Asso- 
ciate Regional  Health  Director,  Community  Health 
Service,  and  Mr.  George  DeMott,  Deputy  Regional 
Representative,  Department  of  Health,  Education 
and  Welfare  in  Denver,  who  discussed  the  problem 
of  physician  shortage  in  South  Dakota  and  how  it  is 
related  to  the  Medicare  Program. 

Mr.  DeMott  stated  that  he  would  report  to  the 
physicians  in  South  Dakota  on  his  study  of  phys- 
icians’ profiles  and  the  possibility  of  more  equitable 
payments  when  this  study  has  been  completed. 

Mr.  Erickson  introduced  Mr.  Vern  McKee  from  the 
Greater  South  Dakota  Association,  who  spoke  on  that 
Association’s  proposed  tax  action  plan. 

The  meeting  was  adjourned  at  8:30  p.m. 


Physicians  Wanied:  General  Practitioners 
needed  at  Sisseton,  South  Dakota,  the  gate- 
way to  Northeastern  South  Dakota  Lake 
Region  Area.  New  32  bed  hospital  presently 
staffed  by  two  M.D.’s  following  recent  re- 
tirement of  a 3rd  member  of  the  staff.  Com- 
munity has  110  bed  nursing  home,  28  bed 
Public  Health  Hospital  (contract  held  by 
present  MD’s),  new  $3x/2  million  high  school, 
new  $1  million  elementary  school,  new 
$200,000  library.  Located  on  1-29 
Interstate  and  State  10,  4 state  parks  and 
30  lovely  lakes  within  25  miles,  excellent 
fishing,  hunting,  golfing,  skiing,  snow- 
mobiling.  A very  progressive,  attractive 
and  friendly  community  which  has  dis- 
played strong  loyalty  to  the  present  med- 
ical staff  and  hospital.  This  has  reflected 
above  average  revenue  and  income. 
Guaranteed  income  can  be  arranged. 
Please  contact  by  Collect  telephone  Dr. 
H.  H.  Brauer  or  Dr.  Edward  J.  Batt, 
612-698-7681,  Sisseton,  South  Dakota. 
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PULMONARY  HISTOPLASMOSIS 


by 

S.  Sochocky.  M.D.,  F.C.C.P.* 
Sioux  Falls,  S.  D. 


Introduction: 

Histoplasmosis  is  a granulomatous  infection, 
caused  by  Histoplasma  capsulatum  which  may 
affect  almost  any  system  of  the  body.  In  1906 
Darling,1  in  Panama,  discovered  Histoplasma 
capsulatum  in  epithelial  cells  and  monocytes 
in  patients  with  splenomegaly.  Dodd  and  Tom- 
kins,2 in  1932,  demonstrated  Histoplasma  cap- 
sulatum in  blood  and  DeMonbreun3  cultured 
and  described  the  main  features  of  this  fungus 
in  1934. 

Bacteriology: 

Histoplasma  capsulatum  is  a small  biphasic 
yeast,  4-5  microns  in  diameter  and  exists  either 
as  a saprophyte  in  nature  or  as  a parasite  in 
human  or  animal  body  (See  Figure  1).  As  a sap- 
rophyte it  grows  on  Sabouraud’s  glucose  agar, 
producing  a fluffy  colony  of  mycelia.  Following 
inhalation  of  spores  Histoplasma  capsulatum 
becomes  a parasite.  This  fungus  produces  toxin 
which  causes  skin  reactions  and  antigens  which 
are  responsible  for  serological  tests. 
Epidemiology: 

Histoplasma  capsulatum  has  often  been  iso- 
lated from  soil  contaminated  with  chicken  or 
bird  droppings,  e.g.,  in  soil  of  caves  inhabited 
by  birds.  The  disease  is  not  transmitted  from 
man  to  man  or  from  animal  to  man,  but  most 
commonly  by  inhalation  of  spores.  The  infection 
also  may  follow  introduction  of  spores  to  skin 
and  mucous  membranes  as  in  laboratory 
workers.  The  inhalation  of  dust  containing 
spores  occurs  chiefly  in  people  with  outdoor 
activities  as,  e.g.,  in  workers  exposed  to  dust 

* Address:  Department  of  General  Medicine,  Veterans 

Administration  Center,  Sioux  Falls,  South  Dakota. 

Assistant  Professor  of  Internal  Medicine,  Univer- 
sity of  South  Dakota  School  of  Medicine. 


Figure  1. 


Chest  film  on  2-11-63  shows  disseminated  calcifica- 
tions in  both  lungs  with  a new  infiltration  in  right 
upper  part. 


when  working  in  chicken  houses,  farm  build- 
ings; in  wooded  areas  or  in  swamps  contam- 
inated by  excreta  of  pigeons  and  bats.  Inhala- 
tion of  dust  contaminated  spores  may  cause  an 
epidemic  and  according  to  Lehan4  et  al.  there 
were  38  epidemics  throughout  the  U.  S.,  the 
largest  in  Arkansas  which  involved  146  children. 
Antone  A.  Medeiros5  et  al.  reported  an  epidemic 
of  histoplasmosis  in  Mason  City,  Iowa,  in  1962; 
the  source  of  infection  was  most  likely  a 
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starling  roost.  The  epidemic  occurred  when 
heavy  equipment  was  used  to  remove  trees  and 
underbrush  from  the  contaminated  area.  In 
February  1964,  when  a second  attempt  was 
made  to  clear  the  area  a second  epidemic  of 
histoplasmosis  occurred  in  the  same  city.  During 
the  second  outbreak  acute  pulmonary  histo- 
plasmosis developed  in  87  persons,  erythema 
multiforma  and  erythema  nodosum  in  30.  These 
skin  lesions  were  most  likely  caused  by  infec- 
tion with  Histoplasma  capsulatum.  The  disease 
caused  by  Histoplasma  capsulatum  is  distributed 
widely  throughout  the  world.  In  U.  S.  it  is  found 
in  all  states  but  chiefly  in  central  Mississippi, 
Missouri,  Ohio  River  Valley,  Virginia  and  North 
Carolina.  According  to  Rubin6  about  20  - 30  mil- 
lion persons  were  infected  with  Histoplasma 
capsulatum  in  the  U.S.A.  and  as  many  as  half  a 
million  new  infections  develop  annually. 
Pathogenesis: 

Inhalation  of  dust  containing  spores  causes  in- 
fection of  lung,  a primary  complex  consisting 
of  lung  component  and  enlargement  of  regional 
lymph  glands.  Depending  on  severity  of  infec- 
tion there  may  be  one  primary  complex,  or  mul- 
tiple. This  primary  complex  may  be  asympto- 
matic or  symptomatic.  The  primary  complex 
becomes  arrested  in  most  cases,  but  it  may  also 
become  disseminated.  A primary  complex  in 
bowels  associated  with  enlargement  of  abdom- 
inal glands  may  develop  if  infection  occurs  in 
drinking  water  containing  spores.  Enlargement 
of  mediastinal  glands  may  be  associated  with 
either  primary  or  chronic  infection,  or  may  be 
the  only  lesion  found.  Enlarged  mediastinal 
gland  may  cause  obstruction  of  trachea,  as  des- 
cribed by  Leon  Woods,7  or  of  bronchus  with 
subsequent  atelectasis,  infection  and  bronchiec- 
tasis. This  gland  may  also  compress  a blood  ves- 
sel or  perforate  bronchus.  A chronic  progressive 
form  may  develop  either  from  a primary  com- 
plex, or  from  re-activation  of  arrested  lesion,  or 
from  a new  infection.  In  disseminated  form 
Histoplasma  capsulatum  affects  chiefly  reti- 
culoendothelial system,  lymph  nodes,  liver, 
spleen,  central  nervous  system,  bones,  skin  and 
adrenals  but  kidneys  are  usually  spared.  Histo- 
plasmosis may  spread  chiefly  either  locally  by 
bronchi,  or  by  hematogenous  route. 

Table  1. 

Primary  Complex 

Arrested  Disseminated 

(benign  ) 

(re-infection)  acute  chronic 

Chronic  progressive  form 
Arrested 

(benign)  Disseminated 

Cardiorespiratory  insufficiency 


Pathology: 

In  lungs  Histoplasma  capsulatum  causes  a 
granulomatous  inflammation  associated  with 
giant  cell  formation  which  passes  through 
stages  of  inflammation,  caseation,  cavitation  and 
calcification. 

Laboratory  data: 

Histoplasmosis  causes  leucocytosis,  increased 
sedimentation  rate  and  leukopenia  in  dissem- 
inated form.  Histoplasma  capsulatum  may  be 
isolated  and  cultured  from  sputum,  blood,  bone 
marrow,  spinal  fluid  and  tissue  biopsy. 
Radiological  findings: 

Radiological  features  in  pulmonary  histo- 
plasmosis are  varied.  The  lung  lesion  may  be 
either  unilateral  or  bilateral.  The  shadows  may 
be  present  in  scattered  form,  or  present  itself 
as  miliary  shadows,  coin  lesions,  thin  wall 
cavities,  fibrosis,  calcification  or  cystic  changes. 
Pleural  changes  may  also  be  found  but  with  no 
evidence  of  pleural  effusion.  In  lungs  lesion  may 
be  associated  with  lymphoadenopathy.  Dissem- 
inated stippling  calcification  in  lungs  may  be 
either  nodular  or  large  in  size  (See  Figure  2). 
Calcification  of  mediastinal  glands  is  a main 
feature  of  histoplasmosis.  An  increase  in  peri- 


Figure  2. 


Shows  numerous  small  oval  yeast-like  bodies  scat- 
tered throughout  the  lesion  and  in  the  giant  cells 
which  are  morphologically  compatible  with  Histo- 
plasma capsulatum. 


6 


SOUTH  DAKOTA 


89 


vascular  and  peri-bronchial  markings  in  lower 
part  of  lung  and  linear  strands  in  upper  parts 
are  suggestive  of  histoplasmosis.  According  to 
Smith,8  the  chest  films  of  about  50  per  cent  of 
patients  with  positive  histoplasmin  skin  test 
showed  1-20  small  calcified  lesions.  Stippling 
calcifications  measuring  about  6 mm  or  more  in 
diameter  found  on  chest  films  of  persons  living 
in  an  endemic  area  are  due  to  histoplasmosis. 
The  finding  of  calcification  in  chest  and  spleen  is 
strongly  suggestive  of  histoplasmosis.  In  our 
series9  of  24  patients,  the  radiological  findings 
were  as  follows:  both  lungs  involved  in  20  and 
one  lung  in  4. 

Table  2. 

A.  Calcifications  present  in  lungs  of  18  patients,  not 

present  in  6. 

1.  Disseminated  calcifications  in  both  lungs,  asso- 


ciated with: 

No  other  changes  5 

Infiltrations  4 

Fibrocavitary  disease  3 

Cystic  changes  1 

Pleural  changes  1 

Total  14 

2.  Calcification  in  one  lung: 

Primary  complex  3 

Coin  lesion  1 

Total  4 

Total  18 

B.  Disseminated,  soft,  nodular,  bilateral  6 

Total  24 


Clinical  Manifestations: 

Histoplasmosis  may  occur  at  any  age,  how- 
ever, chiefly  during  the  first  two  decades  and 
later  between  50  and  60  years.  The  dissem- 
inated form  occurs  mainly  in  children  and  young 
people,  chronic  pulmonary  forms  in  later  age. 
Histoplasmosis  is  usually  more  common  in 
whites  than  in  non-whites,  and  more  in  males 
than  in  females.  In  Greer’s10  series  of  478  pa- 
tients, 98.25  per  cent  were  white  and  2.75  per 
cent  non-white.  In  our  series9  of  24  patients, 
there  were  13  white  males,  5 white  females,  6 
non-white  males  and  no  non-white  females.  The 
youngest  was  18,  the  oldest  82;  14  were  about 
age  50,  the  remainder  between  20  and  40. 

Clinical  signs  and  symptoms  in  lungs  depend 
on  form  of  disease,  whether  it  is  a primary 
lesion,  acute,  chronic,  localized  or  disseminated. 
Primary  infection  of  lungs  may  be  asymp- 
tomatic or  there  may  be  signs  of  an  upper  res- 
piratory infection,  which  usually  clears  up  with- 
in two  to  three  weeks.  This  primary  infection 
usually  becomes  arrested  but  may  become  dis- 
seminated, or  progress  to  the  chronic  form. 
Chronic  form  may  not  produce  any  symptoms  or 
may  produce  fever,  productive  cough,  hemop- 
tysis and  loss  of  weight.  A.  Murray  Fisher11 


et  al.  described  two  patients  with  main  symp- 
toms of  large  hemoptysis,  each  of  them  had  a 
lobectomy.  The  microscopical  examination 
showed  Histoplasma  capsulatum.  The  chronic 
form  may  become  either  arrested,  disseminated 
or  progress  and  cause  respiratory  insufficiency. 

Clinical  manifestations  in  the  disseminated 
form  depend  chiefly  on  system  involved.  The 
involvement  of  gastrointestinal  tract  may  cause 
nausea,  vomiting,  gastrointestinal  hemorrhage, 
malena,  bowel  obstruction,  enlargement  of  liver 
and  spleen.  Sturim12  et  al.  described  four  pa- 
tients with  massive  gastrointestinal  hemorrhage, 
perforated  small  bowel,  large  bowel  obstruction 
and  colonic  ulcer  due  to  histoplasmosis.  When 
mucous  membranes  or  skin  become  involved  an 
ulcer  may  develop  which  may  mimic  any  ulcer 
of  different  etiology.  Involvement  of  central 
nervous  system  produces  meningeal  symptoms. 
Schulz13  found  involvement  of  central  nervous 
system  by  histoplasmosis  in  10  per  cent  of  autop- 
sies, in  120  cases  of  histoplasmosis.  He  also  re- 
ported results  of  autopsies  of  two  patients  who 
died  from  meningitis  due  to  histoplasmosis.  The 
course  of  Histoplasma  meningitis  was  similar  to 
tuberculous  meningitis.  In  clinico-pathologic- 
conference14  a case  of  chronic  lymphocytic  leu- 
kemia complicated  by  disseminated  histo- 
plasmosis was  reported.  Michael  E.  Korns15  re- 
ported a case  of  Lutembacher’s  syndrome  with 
vegetative  endocarditis  of  mitral  valve  caused 
by  Histoplasma  capsulatum.  In  our  series9  of 
24  patients,  20  had  benign  pulmonary  form,  2 
progressive  chronic  and  2 had  disseminated.  One 
patient  age  21  years  with  disseminated  form  had 
ulcer  of  lip,  involvement  of  lung,  brain  and 
Addison’s  disease.  Spinal  fluid  was  positive  on 
culture  for  Histoplasma  capsulatum. 

Pulmonary  form  of  histoplasmosis  may  mimic 
any  lung  disease  such  as  viral,  bacterial  pneu- 
monia, lung  abscess,  primary  metastatic  car- 
cinoma, granulomatous  lesions  as  sarcoidosis  or 
chronic  fibrosis  of  lungs.  The  signs  and  symp- 
toms of  histoplasmosis  are  almost  identical  to 
pulmonary  tuberculosis.  Differential  diagnosis 
is  rather  difficult,  especially  in  chronic  pulmon- 
ary forms  with  cavitation.  Furcolow  and 
Brasher16  found  in  600  patients  in  tuberculous 
sanatorium,  43  with  histoplasmosis.  Differen- 
tial diagnosis  between  pulmonary  tuberculosis 
and  histoplasmosis  should  be  established  by  skin 
tests,  repeated  sputum  examination  for  acid  fast 
bacilli  and  Histoplasma  capsulatum,  comple- 
ment fixation  tests  and  characteristic  radio- 
logical findings.  Pulmonary  tuberculosis  may 
co-exist  with  histoplasmosis.  In  our  series9  of 
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24  patients  with  histoplasmosis,  4 patients  had 
pulmonary  tuberculosis  proven  by  sputum  posi- 
tive for  acid  fast  bacilli  on  direct  smear  and 
culture.  One  patient  had  positive  sputum  for 
acid  fast  bacilli  and  Histoplasma  capsulatum 
simultaneously.  One  patient  had  pulmonary 
tuberculosis  for  9 years,  received  treatment 
with  anti-tuberculous  drugs  and  was  later  re- 
admitted to  hospital  with  hemoptysis;  repeated 
sputum  examination  showed  Histoplasma  cap- 
sulatum. 

Diagnosis: 

In  diagnosis  of  histoplasmosis,  history,  occu- 
pation, residence,  skin  tests,  examination  of 
sputum,  complement  fixation  test,  chest  X-ray 
and  other  laboratory  tests  will  aid  in  diagnosis. 
Histoplasmin  skin  test  becomes  positive  within 
three  to  four  weeks  after  infection  and  will  most 
likely  remain  positive  for  life,  showing  evidence 
of  either  present  or  past  infection.  According  to 
Sweany17  if  histoplasmin  skin  test  is  12  mm  or 
more  in  diameter  it  is  strong  evidence  of  infec- 
tion by  Histoplasma  capsulatum.  Straub  and 
Schwarz18  correlated  results  of  autopsy  in  pa- 
tients with  positive  histoplasmin  skin  tests, 
living  in  endemic  areas.  They  showed  that  posi- 
tive findings  for  histoplasmosis  were  found  in 
67  per  cent  of  these  patients.  In  our  series9  of 
24  patients,  histoplasmin  skin  test  of  8 mm  or 
more  in  diameter  was  accepted  as  positive  and 
was  positive  in  20  patients,  negative  in  4.  How- 
ever, four  patients  had  complement  fixation 
test  more  than  1 - 16.  Radiological  features 
which  include  stippling  calcification  of  lung  and 
calcification  of  spleen  may  aid  in  diagnosis. 
Complement  fixation  tests,  precipitin  test,  ag- 
glutination and  serological  tests  are  used  in  his- 
toplasmosis, but  complement  fixation  test  is 
usually  used.  According  to  Lehan4  et  al.,  titer 
1 - 8 is  significant.  According  to  other  authors 
titer  1 - 16  is  strong  evidence  of  histoplasmosis 
but  changing  titer  is  more  important.  In  some 
patients  with  histoplasmosis  complement  fixa- 
tion tests  are  positive  but  histoplasmin  skin  test 
is  negative.  In  severe  disseminated  forms  both 
tests  may  be  negative.  Duration  of  positive  sero- 
logical tests  varies  according  to  authors  and  may 
last  for  weeks,  several  months,  or  years.  De- 
finite diagnosis  can  only  be  established  by  iso- 
lation of  Histoplasma  capsulatum  on  culture 
from  sputum,  bronchial  aspirations,  gastric 
washings,  blood,  bone  marrow  and  tissue  biopsy. 
Treatment: 

The  treatment  is  medical  and  in  some  cases 
surgical.  The  majority  of  patients  with  histo- 
plasmosis require  only  symptomatic  treatment. 


Figure  3. 


Chest  film  on  12-6-62  shows  bilateral  infiltration  with 
cavities  in  both  upper  mid  parts,  and  there  were  also 
scattered  calcifications  in  mid  and  lower  parts  of 
lungs. 


Figure  4. 


Chest  film  on  5-1-63,  after  a course  of  Amphotericin  B, 
shows  a definite  improvement  in  comparison  with 
film  on  12-6-62.  There  was  a large  cyst  in  the  right 
upper  portion,  with  residual  fibrosis  in  remaining 
part  of  right  lung,  and  in  left  upper  portion. 
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In  disseminated,  progressive  or  cavitary  pul- 
monary forms  treatment  with  Amphotericin  B 
is  treatment  of  choice  (See  Figures  3 and  4). 

Surgical  treatment  is  indicated  in  cavitated, 
cystic  and  coin  lesions.  A course  of  Ampho- 
tericin B is  recommended  before  and  after  sur- 
gery to  prevent  complications. 
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CANADIAN  MDs'  INCOME  RISES 

Average  income  of  a Canadian  fee-for-service 
physician  was  $38,675,  according  to  1968  statis- 
tics released  by  Canada’s  Health  and  Welfare 
Department.  This  figure  represents  an  increase 
of  nearly  10  percent  over  the  previous  year  and 
is  the  highest  in  a 10-year  period.  Average  net 
income  amounted  to  $26,093  in  1967,  up  12  per- 
cent from  $23,262  in  1966,  according  to  the  re- 
port. 
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RADIOLOGIC  CASE  PRESENTATION  No.  7 

Marlin  Frank  Pelereit,  M.D.* 


This  1-month-old  female  had  recently  been 
seen  in  her  physician’s  office.  A mass  was  pal- 
pated in  the  left  side  of  her  abdomen.  She  was 
the  product  of  a normal  pregnancy  and  she  ap- 
peared to  be  normal  at  birth. 

A supine  film  of  the  abdomen  (figure  1)  re- 
vealed a large  partially  calcified  mass  in  the  left 


Figure  1. 


Supine  abdominal  roentgenogram  of  a 1 month  old 
female.  There  is  a large  mass  in  the  left  side  of  the 
abdomen  which  measures  about  9.0  cm.,  is  partially 
calcified,  displaces  air-containing  segments  of  small 
bowel  to  the  right  and  displaces  the  stomach 
superiorly. 

side  which  displaced  air-containing  segments  of 
the  gastrointestinal  tract.  An  intravenous  pyelo- 
gram  (figures  2 and  3)  demonstrated  that  this 
mass  was  adjacent  to  and  anterior  to  the  kidney. 

At  laparotomy,  a well  circumscribed  tumor 
was  found  attached  to  the  left  lobe  of  the  liver. 
The  mass  was  removed  without  difficulty.  The 


Figure  2. 


Thirty  minute  intravenous  pyelogram  film.  The  upper 
pole  of  the  left  kidney  is  slightly  displaced  laterally, 
however,  there  is  no  distortion  of  the  collecting  sys- 
tem. This  is  consistent  with  an  extrarenal  mass. 

patient  made  an  uneventful  recovery. 

The  tumor  measured  9x7x5  cm.,  weighed 
463  gm.  and  was  well  encapsulated.  This  was  a 
hamartoma. 

DISCUSSION 

The  possibility  of  a hamartoma  was  not  con- 
sidered preoperatively,  at  least  not  from  a radio- 
graphic  point  of  view.  This  was  probably  due  to 
the  fact  that  the  mass  presented  in  the  left  side 
of  the  abdomen.  When  a calcified  mass  is  present 
in  the  right  upper  quadrant,  the  differential 
diagnosis  includes  hamartoma,  hepatoma,  hem- 
angioma and  metastatic  neuroblastoma  (in  in- 
fants). Since  the  liver  does  have  a left  lobe, 

* Medical  X-Ray  Center, 

Sioux  Falls,  South  Dakota. 
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Figure  3. 


Forty  minute  intravenous  pyelogram  film.  Oblique 
view  of  the  left  kidney.  This  film  clearly  shows  that 
the  calcified  mass  is  situated  anterior  to  the  kidney. 


necessarily  in  children)  include  Echinococcus 
cyst,  granulomas,  abscess  and  metastatic  car- 
cinoma (especially  colloid  carcinoma  of  the 
colon).  The  pattern  of  some  of  these  calcifica- 
tions is  helpful  in  the  differential  diagnosis. 

SUMMARY 

A case  of  a large  partially  calcified  hamar- 
toma, which  was  attached  to  the  left  lobe  of  the 
liver  in  a 1-month-old  female,  is  presented.  Ap- 
parently, this  is  an  uncommon  liver  tumor. 
Most  hamartomas  occur  in  the  gastrointestinal 
tract,  lungs  or  kidneys.  The  differential  diag- 
nosis of  hepatic  calcifications  is  briefly  dis- 
cussed. 
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naturally,  any  of  these  neoplasms  could  present 
as  a mass  to  the  left  of  the  spine. 

Calcified  hepatomas  have  been  reported 
chiefly  in  children.1 

Large  hemangiomas  of  the  liver  are  rare  and 
70-95  per  cent  occur  in  females.2  Apparently, 
small  hemangiomas  are  not  uncommon.  Occa- 
sionally, they  are  calcified.  The  appearance  con- 
sists of  irregularly  trabeculated  calcific  deposits 
radiating  from  a common  center.  Phleboliths, 
which  are  characteristic  of  hemangiomas  at 
other  sites,  apparently  do  not  form  in  the  liver.3 
The  liver  is  the  commonest  site  for  abdominal 
hemangiomas.  Angiography  is  quite  helpful  in 
the  differential  diagnosis  between  hepatic  cav- 
ernous hemangicma  and  hepatic  cell  carcinoma, 
as  well  as  vascular  metastatic  lesions.2 

Hamartoma  of  the  liver  is  a benign  tumorlike 
malformation  of  a portion  of  liver.  It  consists  of 
both  proliferating  hepatic  cells  and  bile  ducts. 
Most  cases  occur  in  infants  and  children.4  Most 
reports  of  hamartomas  have  described  those  in 
the  gastrointestinal  tract,  lungs  and  kidneys. 
Reports  concerning  hepatic  hamartomas  have 
been  very  uncommon. 

Other  causes  of  hepatic  calcification  (not 
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B.  T.  Lenz,  M.D.,  Huron,  was 
elected  president  of  the  South 
Dakota  Division  of  the  Amer- 
ican Cancer  Society  at  the 
health  agency’s  annual  meet- 
ing, October  10,  1970.  Wayne 
A.  Geib,  M.D.,  Rapid  City,  was 
elected  vice  president.  Mrs. 
Kay  Taylor  was  recipient  of  a 
plaque  from  the  American 
Cancer  Society  and  a $100 
cash  award  offered  jointly  by 
the  South  Dakota  Medical 
Association  and  the  South  Da- 
kota Press  Association  for  her 
three-part  series  on  cancer. 

* * * 

Nere  J.  Sundei,  M.D., 

Kadoka,  received  the  distin- 
guished service  award  of  the 
South  Dakota  Medical  School 
Endowment  Association  at  the 
South  Dakota  State  Medical- 
Legal  Conference  in  Vermil- 
lion, September  26,  1970. 

^ ^ ^ 

Huron  physician,  David  J. 
Buchanan,  M.D.,  has  accepted 
the  chairmanship  of  the 
Huron-Beadle  County  division 
of  the  Huron  College  Attain- 
ment Program. 

He  % ^ 

Thomas  Kim,  M.D.,  has  now 

associated  with  the  Huron 
Clinic.  His  specialty  will  be 
obstetrics  and  gynecology. 

Dr.  Muggly  made  his  of- 
ficial visitation  to  the  Water- 
town  District  Medical  Society 
on  October  6.  Eighteen  phys- 
icians were  present  to  hear 
Dr.  Muggly  speak  of  the  cur- 
rent problems  facing  medicine 
nationally  and  facing  the  State 
Medical  Association  in  South 
Dakota. 

^ ^ ^ 

Representing  the  South  Da- 


kota State  Medical  Association 
at  the  North  Central  Medical 
Conference  held  in  St.  Paul, 
October  31  and  November  1, 
were  Drs.  A.  P.  Reding,  R.  A. 
Buchanan,  E.  T.  Lielzke,  A.  P. 
Peeke,  M.  M.  Morrissey,  A.  A. 
Lamperi  and  E.  A.  Hofer.  Also 
attending  the  meeting  were 
staff  members  Richard  C. 
Erickson  and  Patty  Butler. 

5>C  J-C 

The  Madison-Brookings  Dis- 
trict Medical  Society  met  on 
October  8,  at  which  time  Presi- 
dent J.  A.  Muggly,  M.D.,  made 
his  official  visitation  with  the 
members  of  his  home  district. 
Fifteen  physicians  and  wives 
attended  the  meeting  in  Mad- 
ison. 

:jj  H: 

Conrad  F.  J.  Blunck,  M.D., 

Rapid  City,  and  John  H.  Hos- 
kins, M.D.,  Sioux  Falls,  were 
initiated  into  the  American 
College  of  Surgeons,  October 
16,  1970  in  Chicago. 


YOUR 

CONTRIBUTION 
TO  THE 

SOUTH  DAKOTA 
MEDICAL  SCHOOL 
ENDOWMENT 
FUND 
IS  NEEDED 


The  American  Board  of 
F a m i 1 y Practice  has  an- 
nounced that  Stanley  W. 
Allen,  Jr.,  M.D.,  Watertown, 
has  been  certified  as  a special- 
ist in  family  practice  upon 
successful  completion  of  a 
two-day  examination. 

^ :js  >!: 

Richard  E.  Gunnarson,  M.D., 

Rapid  City,  was  certified  by 
the  American  Board  of  Oto- 
laryngology on  October  5, 
1970. 


Dr.  Joseph  N.  Spencer, 
Associate  Professor  of  Phar- 
macology at  the  School  of 
Medicine  since  1960,  died 
suddenly  while  at  work  on 
September  30th.  Death  was 
attributed  to  a heart  attack. 
Although  Dr.  Spencer  de- 
voted much  of  his  effort  to 
teaching  pharmacology  to 
medical  students,  he  was 
perhaps  best  known  to 
physicians  through  his  work 
as  Chairman  of  the  Admis- 
sions Committee.  He  dedi- 
cated much  of  his  time  and 
energy  to  interviewing  and 
counseling  students  and  to 
the  complex  and  demanding 
aspects  of  admissions  pro- 
cedures. He  also  served  as 
9 Director  of  the  Poison  Con- 
trol Center,  a post  in  which 
he  provided  essential  serv- 
ice to  physicians  and  their 
patients. 

Survivors  include  the 
widow;  a daughter,  Mrs. 
Dorn  Van  Cleave,  of  Spring- 
field,  111.;  a son,  Richard  of 
Vancouver,  B.  C.,  Canada; 
and  three  grandchildren. 
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ISN'T  IT  ABOUT  TIME  TO  START 
MODERNIZING  MEDICAL  LICENSING 

LAWS? 

J.  B.  Gregg,  M.D. 


In  one  specific  circumstance  and  on  at  least 
two  other  probable  instances  during  the  past  six 
months,  physicians  badly  needed  in  South  Da- 
kota have  gone  elsewhere,  one  of  the  major 
deterring  factors  being  the  difficulties  encoun- 
tered obtaining  a license  to  practice  here.  The 
increasing  shortage  of  practicing  physicians  in 
South  Dakota  has  been  discussed  upon  this 
editorial  page  on  several  occasions  in  the  past, 
but  to  date  there  has  been  found  no  satisfactory 
solution  to  the  problem.  Isn’t  it  time  to  start 
facilitating  the  admission  of  qualified  physicians 
into  South  Dakota  to  practice  medicine  and  keep 
them  here  rather  than  placing  obstacles  before 
them  with  what  may  be  archaic  licensing  pro- 
cedures? 

At  the  present  time  a physician  who  desires  to 
practice  in  South  Dakota  must  pass  here  or 
have  a reciprocatable  basic  science  certificate 
from  another  state  or  the  National  Boards  and 
have  a license  from  another  state  with  which 
South  Dakota  reciprocates  or  National  Boards 
in  order  to  obtain  the  basic  science  certificate 
from  South  Dakota  and  a license  to  practice 
medicine.  Many  physicians  who  consider  South 
Dakota  as  a place  to  practice  have  long  since 
graduated  from  medical  school,  have  spent  time 
in  internships,  residencies,  the  military,  other 
places,  and  often  have  difficulty  finding  time  to 
prepare  for  another  examination  based  upon 
material,  much  of  which  they  will  probably 
never  use  in  their  lifetime  practice  of  medicine 
in  South  Dakota.  Yet,  to  conform  to  the  letter  of 


the  law,  they  must  either  reciprocate  or  pass 
these  tests  before  they  can  practice.  Other 
physicians  who  may  have  been  born  outside  the 
United  States  or  have  graduated  from  a foreign 
medical  school  find  extremely  difficult  obstacles 
in  their  path  to  licensure.  Isn’t  all  of  this  an 
anachronism?  Especially  when  the  practitioner 
often  is  certified  by  some  Board,  is  a member 
in  good  standing  in  the  FACS  or  other  national 
organization?  When  one  questions  the  wisdom 
of  the  basic  science  laws  of  this  state,  it  is  cus- 
tomary to  be  reminded  that  the  Basic  Science 
Tests  are  instrumental  in  the  control  of  the  faith 
and  cult  healers  and  a good  regulating  mechan- 
ism for  quality  medical  care  in  the  state.  Is  this 
a subterfuge?  Hasn’t  the  time  come  to  make 
changes  in  the  medical  licensing  laws  of  this 
state  and  nationally  to  promote  uniformity  so 
that  physicians  who  graduate  from  accredited 
medical  schools  in  the  United  States  or  else- 
where will  not  have  to  go  through  the  tortures 
of  the  damned,  taking  repetitious  tests,  paying 
fees  which  often  border  on  the  exorbitant  to 
each  state  from  which  license  is  desired,  and 
waste  valuable  time  and  energy  transferring  to 
another  state? 

One  of  the  goals  of  the  National  Boards  of 
Medical  Examiners  has  been  to  standardize  med- 
ical knowledge  in  the  U.  S.  Another  benefit  of 
uniform  national  testing  is  the  standardization 
and  upgrading  of  instructors  and  institutions.  A 
professor  whose  students  consistently  do  poorly 
in  a national  examination  must  look  to  his  own 
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merits.  Institutions  whose  students  consistently 
fall  below  the  national  average  in  any  portion 
of  the  medical  curriculum  should  certainly 
examine  the  weak  departments  and  make 
changes  therein.  In  some  medical  schools  today 
it  is  mandatory  that  the  appropriate  part  of  the 
National  Boards  examination  be  passed  prior  to 
advancement  in  status.  Would  it  not  be  wise  for 
this  or  some  nationwide  standard  procedure  to 
be  adopted  universally  throughout  this  country 
to  promote  a common  denominator  for  the  assay 
of  potential  practitioners  and  their  institutions 
and  instructors?  Then  it  will  be  possible  to 
equate  the  training  throughout  the  United  States 
and  make  possible  easier  migration  from  one 
state  to  another.  Re-certification  and  re-evalua- 
tion of  practicing  physicians  by  specialty  boards, 
some  state  boards  of  medical  examiners,  or  other 
agencies,  now  in  the  offing,  has  the  potential  of 
helping  equate  the  training  and  “up  to  dateness” 
of  physicians  and  should  further  expedite  trans- 
fers. 

SDSMA  should  step  forward  through  its  Com- 
mission on  Scientific  Medicine  and  ultimately 
through  the  Commission  on  Legislation  and 
Governmental  Affairs  to  promote  legislation 
which  would  expedite  the  admission  to  this  state 
and  licensure  of  qualified  physicians,  and  to, 


hopefully,  augment  uniformity  of  licensure  pro- 
cedures throughout  the  United  States. 

J.  B.  Gregg,  M.D. 


FIGHTING  TRAUMA 

An  all-out  battle  on  the  effects  of  accidental 
injury  is  being  launched  at  Yale  University.  The 
new  “trauma  program,”  supported  by  a $2- 
billion  grant  from  the  Commonwealth  Fund, 
will  investigate  the  total  spectrum  of  emer- 
gency action,  including  on-the-scene  commun- 
ication systems  and  medical  techniques  required 
in  the  care  of  the  trauma  patient.  Accidental 
injury  is  now  considered  the  number  one  cause 
of  death  in  the  U.  S.  during  the  first  half  of  the 
normal  life  span. 


FACTS  ON  HEART  DISEASE 

The  cardiovascular  death  rate  among  Amer- 
icans under  age  65  has  declined  20  percent  since 
1950,  the  American  Heart  Association  reported 
in  its  annual  statistical  summary  of  “Heart 
Facts.”  While  heart  attacks  have  declined  only 
two  percent  among  persons  in  this  age  group, 
the  death  rate  from  high  blood  pressure  and 
hypertensive  heart  disease  has  dropped  63  per- 
cent, stroke  35  percent,  and  other  cardiovascular 
diseases  27  percent. 
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SOUTH  DAKOTA 


CLINICOPATHOLOGICAL  CONFERENCE 

From  the  Intern  and  Resident  Teaching  Conferences  at  the  Sioux  Valley  Hospital,  conducted  by 
the  Department  of  Pathology  of  the  Hospital  and  of  the  School  of  Medicine 
of  the  University  of  South  Dakota 


WALTER  K.  SOSSEY,  M.D.* 

Inter 7i  - Discusser 


JOHN  F.  BARLOW,  M.D.** 

Pathologist  - Editor 


THIRTY-ONE  YEAR  OLD  FEMALE  WITH 
SUDDEN  ONSET  OF  JAUNDICE  AFTER 

SURGERY 


CASE  NO.  491470 

This  31-year  old  married  Gravida  3,  Para  2, 
10-12  weeks  pregnant  (LMP  March,  1969)  female 
was  admitted  to  Sioux  Valley  Hospital  on  6-22- 
69  with  a chief  complaint  of  abdominal  pain. 

The  patient  had  a seven-year  history  of  re- 
current intermittent  epigastric  sharp  pain  which 
radiated  into  the  right  upper  quadrant,  right 
mid-back  and  occasionally  into  the  left  anterior 
chest  and  shoulder.  In  1962,  the  patient  had 
had  a cholecystectomy  for  the  above  symptoms 
and  chronic  cholecystitis  and  cholelithiasis  were 
found.  There  were  multiple  stones  of  various 
sizes.  The  pain  persisted  after  the  operation  and 
was  aggravated  by  fatty  or  rich  foods  such  as 
roast  beef.  There  was  no  history  of  jaundice, 
itching,  dark  urine  or  light  stools.  There  was 
nausea  and  occasional  vomiting  but  no  hema- 
temesis  or  melena  associated  with  the  pain. 

The  patient  had  been  completely  evaluated  on 
multiple  occasions.  Upper  gastrointestinal  series 
and  intravenous  cholangiogram  had  been  nega- 
tive as  late  as  one  year  previously.  The  patient 
had  had  abnormal  liver  chemistries  but  these 
were  not  elucidated  except  to  state  “enzymes 
were  elevated.” 

Physical  examination  revealed  a pale  but  not 
jaundiced  Caucasian  female.  Blood  pressure  98 
systolic,  78  diastolic,  pulse  72/min.  and  regular, 
respirations  20/min.,  and  temperature  98-F.  The 
heart  had  a regular  sinus  rhythm. 

There  was  a right  upper  quadrant  surgical 
scar  with  some  tenderness  but  no  spasm  in  the 
right  upper  quadrant.  No  organs  or  masses  were 


* Intern,  Sioux  Valley  Hospital. 

**Pathologist,  Sioux  Valley  Hospital,  Professor  of 
Clinical  Pathology,  School  of  Medicine,  University 
of  South  Dakota. 

Supported  in  part  by  Clinical  Cancer  Training  Grant  T12  CA 
08032  from  the  National  Cancer  Institute  of  the  National  Insti- 
tutes of  Health,  U.  S.  Public  Health  Service. 


felt.  A gynecologic  consultant  found  vaginitis 
which  on  gram  stain  proved  to  be  monilial.  The 
uterus  was  the  size  of  a three  months  preg- 
nancy. The  cervix  was  consistent  with  preg- 
nancy. There  were  no  adnexal  masses. 

Clinical  pathology  data:  Urinalysis:  color  yel- 
low, cloudy,  specific  gravity  1.015,  pH  8.0;  nega- 
tive for  protein,  glucose,  hemoglobin,  ketone 
bodies,  coproporphyrin,  uroporphyrin,  and  por- 
phobilinogen but  positive  for  bile.  Microscopic 
examination  of  urine  sediment  was  negative. 
Hemoglobin  was  13.6  gm/100  ml.,  red  count  4.44 
million/mm,3  hematocrit  39  Vol.%,  mean  cor- 
puscular hemoglobin  31  micromicrograms,  mean 
corpuscular  volume  88  cubic  micra,  mean  cor- 
puscular hemoglobin  concentration  35%.  Total 
leukocyte  count  10,80C/mm,3  with  63%  seg- 
mented neutrophils,  7%  neutrophilic  bands, 
29%  lymphocytes  and  1%  monocytes.  The 
platelets  were  adequate  and  red  cells  normo- 
chromic normocytic  on  smear.  The  erythrocyte 
sedimentation  rate  was  68  mm/hr.  A Papani- 
colaou smear  was  Class  I.  A pregnancy  test  was 
positive  by  two  methods.  Fasting  blood  sugar  64 
mg/100ml.,  blood  urea  nitrogen  13  mg/100ml., 
cholesterol  180  mg/100  ml.,  uric  acid  2.2  mg/ 
100  ml.,  calcium  4.8  meq/L,  lactic  dehydrogenase 
40  units  (normal  25-75  units),  total  bilirubin  1.6 
mg/100  ml.,  indirect  0.6  mg/100  ml.  and  direct 

1.0  mg/100  ml.  Alkaline  phosphatase  7.5  units 
(normal  0.8-2. 3 units).  Prothrombin  time  was 

12.0  sec.  with  an  11.5  second  control.  Total  pro- 
tein 6.8  gm/100  ml.,  albumin  3.0  gm/100  ml., 
alpha  1 globulin  0.4  gm/100  ml.,  alpha  2 globulin 

1.0  gm/100  ml.,  beta  globulin  1.0  gm/100  ml., 
and  gamma  globulin  1.3  gm/100  ml.  The  electro- 
phoretic pattern  was  interpreted  as  nondiag- 
nostic. Amylase  100  units  (normal  20-160  units). 
A chest  film  was  negative.  Serum  iron  113 
micrograms/100  ml.,  iron  binding  capacity  413 
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micromicrograms/100  ml.,  and  % of  saturation 
27%. 

After  admission  an  exploratory  laparotomy 
was  done.  An  operative  cholangiogram  revealed 
some  dilatation  of  the  common  duct  but  no 
filling  defects.  A large  cystic  duct  remnant  was 
removed.  This  appeared  to  be  kinking  the  com- 
mon duct  which  was  opened  and  probed.  The 
duodenum  was  also  opened  and  the  sphincter 
exposed.  There  was  no  abnormality.  The  head 
of  the  pancreas  was  normal.  The  liver  appeared 
grossly  normal  but  was  not  biopsied.  Methoxy- 
flurane  was  used  for  induction  of  anesthesia. 

One  week  subsequent  to  surgery,  the  patient 
developed  fever  up  to  101°.  The  alkaline  phos- 
phatase was  1.9  units  (normal  0.8-2. 3 units)  and 
serum  glutamic  oxaloacetic  transaminase  was  25 
units.  Hemoglobin  was  9.9  gm/100  ml.  and  hema- 
tocrit 31%.  Total  leukocyte  count  9,800/mm3 
with  56%  neutrophils,  4%  neutrophilic  bands, 
2%  eosinophils,  37%  lymphocytes,  and  1%  mono- 
cytes. There  was  toxic  granulation  of  the  polys 
on  smear.  The  erythrocyte  sedimentation  rate 
was  102  mm/hr.  A urinalysis  was  straw-colored, 
cloudy,  specific  gravity  1.033,  pH  7.0,  negative 
for  protein,  glucose,  bile,  ketone  bodies  or  hemo- 
globin; microscopic  examination  of  sediment  re- 
vealed 3-9  leukocytes/hpf,  and  0-1  erythrocytes/ 
hpf.  There  were  moderate  numbers  of  epithelial 
cells  and  no  casts.  Reticulocyte  count  was  1.9%. 
Stools  for  occult  blood  were  negative.  A chest 
film  showed  atelectasis  of  the  right  base  and 
elevation  of  the  right  leaf  of  the  diaphragm. 
Lateral  decubitus  views  showed  an  air  fluid 
level  consistent  with  a subphrenic  abscess. 

Eighteen  days  after  the  first  operation,  a large 
right  subdiaphragmatic  abscess  was  drained. 
This  grew  out  Enterobacter  cloacae  sensitive  to 
Ampicillin.  Methoxyflurane  was  again  used  for 
induction  of  anesthesia.  Four  days  later,  the  pa- 
tient was  noted  to  be  markedly  jaundiced.  Al- 
kaline phosphatase  was  1.0  units,  serum  glutamic 
oxaloacetic  transaminase  2630  units  and  serum 
pyruvic  oxaloacetic  transaminase  1200  units,  pro- 
thrombin time  28.5  sec.  with  an  11.5  sec.  control. 
Hgb.  12.4  gm/100  ml.,  total  leukocyte  count  15,- 
700/mm3  with  65%  segmented  neutrophils,  4% 
neutrophilic  bands,  1%  eosinophils,  27%  lym- 
phocytes and  3%  monocytes.  Bilirubin  5.5  mg/ 
100  ml.,  total  with  1.0  mg/100  ml.  indirect  and 
4.5  mg/100  ml.  direct.  Blood  ammonia  varied 
from  32-90  mcgs/100  ml.,  electrolytes;  sodium 
129  meq/L.,  potassium  2.9  meq/L.,  chloride  102 
meq/L,  carbon  dioxide  content  26  meq/L,  serum 
electrophoresis  total  protein  5.3  gm/100  ml., 


albumin  1.8  gm/100  ml.,  gamma  globulin  1.9 
gm/100  ml.  The  bilirubin  increased  to  18.8  mgs/ 
100  ml.  total  with  14.0  mgs/100  ml  direct  four 
days  later  (eight  days  after  surgery).  At  that 
time  alkaline  phosphatase  was  3.7  units,  serum 
glutamic  oxaloacetic  transaminase  555  units 
and  prothrombin  time  22  sec.  with  a 12  sec.  con- 
trol. The  patient  was  stuporous  and  very  ill. 
Electrolytes  10  days  after  the  second  surgery 
were:  chloride  104  meq/L,  potassium  4.3  meq/L, 
sodium  132  meq/L,  carbon  dioxide  content  20 
meq/L,  total  leukocyte  count  18,700  with  79% 
segmented  neutrophils.  The  serum  glutamic 
oxaloacetic  transaminase  was  188  units,  total 
bilirubin  15.3  mgs/100  ml.,  with  10.7  mgs/100 
ml.,  direct,  alkaline  phosphatase  2.1  units.  The 
prothrombin  time  was  26  sec.  with  a 11.0  sec. 
control.  The  total  protein  was  5.4  gms/100  ml. 
with  2.1  gms/100  ml.  albumin  and  2.4  gms/100 
ml.  gamma  globulin.  Urinalysis  showed  some 
pyuria  and  granular  casts.  Urine  culture  was 
negative.  She  was  given  multiple  transfusions 
because  of  melena  and  developed  semicoma  fol- 
lowed by  coma.  Eleven  days  after  the  drainage 
of  the  abscess  she  aborted  a macerated  fetus 
estimated  at  4V2  months  gestation.  She  continued 
to  go  down  hill  with  jaundice  and  coma.  Term- 
inally she  became  more  deeply  jaundiced  (bili- 
rubin 22.6  mgs/100  ml.  total).  She  died  26  days 
after  the  drainage  of  the  abscess. 

DR.  BARLOW:  In  summary  then,  we  have  a 
very  complicated  case  of  a young  pregnant 
woman  who  had  some  sort  of  abdominal  pain 
and  intermittent  abnormal  liver  function  tests. 
Operation  was  performed,  but  the  patient  de- 
veloped a subphrenic  abscess.  After  the  drainage 
of  the  subphrenic  abscess,  the  patient  developed 
marked  deterioration  of  her  liver  function  and 
exhibited  the  picture  known  as  acute  yellow 
atrophy.  We  have  to  answer  these  questions. 
What  was  her  primary  problem  causing  her  ab- 
dominal pain  before  surgery?  What  caused  the 
marked  deterioration  of  her  liver  function  after 
surgery? 

Dr.  Sossey,  what  were  you  thinking  when  you 
first  saw  this  patient? 

DR.  WALTER  K.  SOSSEY:  Actually,  I did  not 
see  the  patient  until  the  time  of  her  subphrenic 
abscess.  However,  we  know  that  the  patient  had 
her  gallbladder  removed  for  stones.  The  ab- 
normal liver  function  tests  and  abdominal  pain 
could  have  been  due  to  the  long  cystic  duct  rem- 
nant which  was  found  at  surgery.  It  is  well 
known  that  these  remnants  can  mimic  the  signs 
and  symptoms  of  cholecystitis.  We  do  not  ex- 
actly know  how  abnormal  her  liver  function 
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tests  were  before  admission.  On  admission  her 
only  markedly  abnormal  test  was  an  elevated 
alkaline  phosphatase.  This  could  be  explained 
by  obstruction  or  kinking  due  to  the  cystic  duct 
remnant.  She  may  have  passed  stones  inter- 
mittently, but  this  was  never  documented  either 
at  operation  or  by  previous  intravenous  cholan- 
giogram.  In  other  words,  I think  she  was  rela- 
tively free  of  serious  liver  disease  before  her 
second  operation. 

DR.  BARLOW:  Dr.  DeMarco,  was  this  your 
working  diagnosis  too? 

*DR.  LYNN  DeMARCO:  I saw  the  patient  on  a 
number  of  occasions  before  the  first  operation 
and  was  convinced  that  she  truly  had  organic 
rather  than  functional  abdominal  pain.  The  pain 
was  nocturnal  in  nature  and  was  accentuated 
during  her  pregnancy.  The  abnormal  liver  func- 
tion tests  I attributed  to  intermittent  obstruction 
due  to  stones  or  some  complication  of  the  pre- 
vious surgery.  I feel  that  the  patient  did  have 
abnormal  liver  functions  and  some  significant 
liver  disease.  The  pain  required  demerol  and 
did  make  her  bedfast.  Therefore,  we  felt  that 
there  was  good  indication  for  surgery. 

fDR.  TOM  MAYER:  How  reliable  is  an  intra- 
venous cholangiogram  in  indicating  the  presence 
of  stones? 

**DR.  D.  ENSBERG:  I think  that  the  procedure 
is  very  good  for  demonstrating  stones,  but  you 
cannot  rule  the  presence  of  common  duct  stones 
out  with  an  intravenous  cholangiogram.  In  other 
words,  a positive  test  is  of  great  value,  but  a 
negative  test  is  not  of  much  value. 

DR.  BARLOW:  Now  we  have  to  answer  the  sec- 
ond question  . . . What  caused  her  terminal  liver 
problem? 

***DR.  LAURENS  WILLIKES:  I feel  that  the 
patient  did  have  intermittent  obstruction  to 
begin  with,  but  the  terminal  liver  problem  was 
probably  due  to  repeated  anesthesia  with  meth- 
oxyflurane  which  has  been  reported  to  give 
acute  massive  liver  necrosis. 

DR.  DeMARCO:  I should  mention  that  the  pa- 
tient’s pain  for  which  she  was  admitted  cleared 
up  after  the  first  operation.  She  was  also  not 
terribly  toxic  with  her  subphrenic  abscess.  It 
was  not  until  after  drainage  of  the  abscess  that 
she  became  desperately  ill. 

* Specialist  in  Internal  Medicine,  Sioux  Valley  Hos- 
pital, Clinical  Faculty,  School  of  Medicine,  Uni- 
versity of  South  Dakota, 
tlntern,  Sioux  Valley  Hospital. 

**Surgeon,  Sioux  Valley  Hospital,  Clinical  Faculty, 
School  of  Medicine,  University  of  South  Dakota. 
***Intern,  Sioux  Valley  Hospital. 


DR.  BARLOW:  Dr.  Sossey,  what  is  your  dif- 
ferential diagnosis  of  this  problem? 

DR.  SOSSEY:  I think  you  have  to  approach  any 
case  of  jaundice  from  the  classification  of  pre- 
hepatic,  post-hepatic,  and  hepatic  jaundice.  This 
patient  had  definitely  hepatic  jaundice.  One  of 
the  things  that,  of  course,  has  to  be  considered  is 
acute  viral  hepatitis.  At  the  time  the  patient, 
was  in  the  hospital,  there  were  a number  of  pa- 
tients with  infectious  hepatitis  or  homologous 
serum  jaundice.  We  considered  this  possibility, 
but  evidently  not  too  strongly  because  we  did 
not  isolate  her.  I think  this  was  a mistake  be- 
cause we  all  began  to  worry  a lot  about  this 
later. 

There  is  a form  of  cholestatic  jaundice  in 
pregnancy.  This  is  a benign  condition  which 
usually  occurs  in  the  third  trimester  and  al- 
though she  had  signs  of  cholestasis  when  she 
came  in,  she  did  not  have  the  classical  picture 
with  the  marked  jaundice  and  itching  or  the 
classical  laboratory  picture  with  markedly  in- 
creased alkaline  phosphatase  and  normal  tran- 
saminase. Another  possibility  is  the  so-called 
collagen  or  autoimmune-like  liver  disease  which 
can  cause  a fulminant  liver  disease  in  young 
women  (lupoid  hepatitis).  She  may  have  had 
this  when  she  came  in  and  the  disease  may  have 
been  precipitated  to  progress  rapidly  because 
of  surgery.  There  is  also  a jaundice  often  of  cho- 
lestatic nature  after  gram  negative  sepsis.  She 
had  a gram  negative  infection.  However,  I do 
not  think  you  can  explain  this  picture  totally  on 
gram  negative  sepsis  since  her  liver  disease  was 
much  more  devastating  than  usual.  However, 
the  infection  was  right  next  to  her  liver  and  this 
may  have  been  an  initiating  factor  in  whatever 
she  had.  Primary  biliary  cirrhosis  gives  a pro- 
longed cholestatic  jaundice  with  progression 
and  is  found  most  commonly  in  females.  I think 
this  is  not  the  picture  of  primary  biliary  cir- 
rhosis. 

I do  want  to  return  to  the  autoimmune  type  of 
process.  This  process  called  juvenile  cirrhosis, 
lupoid  hepatitis  or  in  a more  active  state,  active 
chronic  hepatitis,  is  the  name  for  the  disease  of 
young  females  which  may  have  a very  rapid 
course,  or  which  may  smolder  for  years.  This  is 
thought  to  be  an  autoimmune  process  and  anti- 
bodies against  hepatocytes  and  bile  ducts  as  well 
as  anti-mitichondrial  antibodies  have  been  seen. 
These  patients  often  have  LE  cells  and  fluores- 
cent antinuclear  antibodies  so  that  there  may 
well  be  some  relation  to  lupus.  I might  add  that 
all  these  antibodies  are  not  usually  found  in 
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alcoholic  cirrhosis  or  in  such  chronic  liver  dis- 
ease as  Wilson’s  disease. 

Finally,  there  is  the  problem  of  halothane  or 
penthrane  (methoxyflurane)  hepatitis.  Other 
drugs  can  also  produce  serious  liver  damage. 
Often,  the  picture  pathologically  is  that  of  acute 
viral  hepatitis  of  a fulminant  variety.  It  has 
been  suggested  that  repeated  anesthesias  with 
penthrane  or  halothane  are  more  likely  to  cause 
hepatic  necrosis.  A postulated  mechanism  is 
that  the  drug  reacts  with  the  mitichondria  caus- 
ing anti-mitichondrial  antibody  and  subse- 
quently an  autoimmune  process  is  initiated.  I 
frankly  feel  that  the  patient  probably  had  hepa- 
titis secondary  to  the  anesthetic  agent  pen- 
thrane. I do  not  feel  she  had  acute  viral  hepa- 
titis. There  were  a number  of  us  exposed  to  this 
lady  and  none  of  us  has  come  down  with  viral 
hepatitis  yet.  However,  jaundice  after  halothane 
is  much  more  common  than  after  penthrane. 
DR.  DeMARCO:  I think  we  have  to  remember 
that  there  are  several  factors  that  may  have  pre- 
disposed this  patient  to  serious  liver  damage. 
Possibly  the  most  important  of  which  was  either 
the  virus  of  hepatitis  or  the  halogenated  hydro- 
carbon anesthesia.  She  was  pregnant  and  this 
is  known  to  be  a predisposing  factor  to  liver 
damage.  She  may  have  had  some  sort  of  chi’onic 
hepatitis  or  hepatic  disease  before  her  first  op- 
eration although  we  can  never  prove  this.  It  is 
something  we  all  wondered  about  after  the  pa- 
tient had  developed  severe  liver  disease.  Also  the 
patient  had  gram  negative  sepsis  as  well  as  the 
trauma  of  two  surgeries  and  these  also  can  pre- 
cipitate damage  to  the  liver.  It  is  my  own  feel- 
ing that  the  patient  had  “kinking”  of  the  com- 
mon duct  causing  the  original  problem  and  that 
the  acute  liver  disease  was  probably  due  to  the 
anesthetic.  Dr.  Ensberg,  do  you  think  you  could 
get  this  type  of  pain  from  a cystic  duct  remnant 
causing  kinking? 

DR.  ENSBERG:  Yes,  it  can  occur.  Since  her 
pain  was  relieved  by  the  operation,  this  would 
support  it.  I have  had  a patient  who  had  a sim- 
ilar situation  who  has  been  relieved  of  her  pain 
now  for  six  or  seven  years. 

*DR.  KENDALL  BURNS:  I recall  in  the  past 
reading  about  acute  yellow  atrophy  of  preg- 
nancy. Is  this  a common  condition? 

DR.  BARLOW:  Other  than  any  form  of  acute 
yellow  atrophy  which  can  occur  in  any  human 
being,  there  are  several  conditions  giving  jaun- 
dice which  are  more  or  less  specific  to  preg- 

* Surgeon,  Sioux  Valley  Hospital,  Clinical  Faculty, 
School  of  Medicine,  University  of  South  Dakota. 


nancy.  Most  of  these  have  already  been  men- 
tioned. One  is  the  third  trimester  cholestatic 
jaundice  which  is  a benign  self-limited  con- 
dition and  is  not  fatal.  The  patient  recovers  from 
this  after  delivery  but  it  can  recur  in  the  next 
pregnancy.  A second  condition  also  occurs  in  the 
last  trimester  and  this  is  called  acute  fatty  liver. 
This  can  often  lead  to  a fatality  and  has  patho- 
logically a characteristic  fine,  fatty  vacuoliza- 
tion. Recently,  a similar  disease  has  been  des- 
cribed after  the  administration  of  tetracycline 
to  pregnant  women. 

CLINICAL  DIAGNOSIS 

1.  ACUTE  HEPATIC  NECROSIS? 

DUE  TO  METHOXYFLURANE 
DR.  BARLOW:  The  autopsy  in  this  case  was 
limited  to  a liver  biopsy.  I did  open  the  biliary 
ducts  system  and  this  was  patent  and  free  of 
stones  and  of  normal  size.  The  liver  was  ex- 
tremely small  and  of  markedly  decreased  con- 
sistency. I would  have  guessed  that  it  weighed 
considerably  less  than  800  grams.  Multiple 
samples  of  liver  were  taken  and  all  showed  the 
pattern  that  is  present  in  the  first  photomicro- 
graph. (Fig.  I)  There  are  extensive  areas  of 
necrosis  with  a few  liver  cells  remaining.  There 


Figure  I. 
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Pale  areas  represent  marked  central  necrosis.  The 
dark  dots  are  bile  thrombi  in  canaliculi. 

are  inflammatory  cells  and  red  cells  in  the  stoma 
of  the  liver  framework.  A reticulum  stain  re- 
veals that  the  framework  is  intact. 

DR.  DeMARCO:  Was  there  any  evidence  of 
chronic  liver  disease  which  preceded  this  acute 
problem? 

DR.  BARLOW:  There  was  no  evidence  of  any 
disease  that  led  to  fibrosis  because  this  was  not 
present.  I would  guess  that  the  liver  insult  was 
a very  acute  one.  I am  afraid  I cannot  be  def- 
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initive  as  to  whether  this  patient  died  from 
acute  viral  hepatitis  or  acute  hepatic  necrosis 
secondary  to  hydrocarbon  anesthetic.  The  patho- 
logic picture  is  identical  in  both  entities. 

FINAL  ANATOMIC  DIAGNOSES: 
SUBMASSIVE  LIVER  NECROSIS,  ACUTE 
A good  summary  for  a non  anesthesiologist  of 
the  halothane  problem  was  given  by  Dr.  Casson 
in  a discussion  of  a case  from  a Clinical  Patho- 
logical Conference  at  the  Barnes  Hospital.  This 
appeared  in  the  American  Journal  of  Medicine 
on  October  1968.  Halothane  is  the  generic  name 
and  fluothane  is  the  trade  name  for  the  halo- 
genated  hydrocarbon  anesthetic  agent.  Pen- 
thrane  is  the  trade  name  and  methoxyflurane  is 
the  generic  name  of  a related  drug.  The  latter 
has  been  implicated  occasionally  in  cases  of 
post  anesthetic  jaundice,  but  not  as  often  as 
halothane.  Halothane  was  discovered  by  the 
ICI,  a British  pharmaceutical  company.  After 
prolonged  and  heavy  testing,  it  was  introduced 
into  clinical  practice  by  Michael  Johnstone  in 
1956.  There  are  several  advantages.  The  agent  is 
nonexplosive,  an  important  property  with  the 
increasing  use  of  electrocautery  and  the  not  in- 
frequent explosions  which  occur  in  the  opera- 
ting rooms.  The  agent  is  not  nauseating.  The 
agent  does  not  release  catecholamines  or  mask 
myocardial  depression.  It  is  extremely  potent 
and  enables  the  administration  of  a high  per- 
centage of  oxygen.  The  agent  is  non-irritating 
and  it  is  pleasant  and  particularly  nice  for  in- 
duction in  children.  The  disadvantages  of  the 
agent  are  that  it  produces  only  moderate  muscle 
relaxation  and  it  sensitizes  the  myocardium  to 
catecholamines  and  therefore  predisposes  to 
arrhythmias.  Because  the  agent  is  a halogenated 
hydrocarbon  (and  we  know  that  other  halo- 
genated hydrocarbons  such  as  chloroform  and 
carbon  tetrachloride  are  hepatotoxins)  there 
were  early  reports  of  hepatotoxicity  of  halothane 
especially  after  biliary  surgery.  A number  of 
patients  developed  clinical  and  laboratory  signs 
of  hepatic  necrosis  after  multiple  exposures  to 
the  drug.  A national  halothane  study  was  set 
up  in  1963.  There  were  82  cases  of  massive 
necrosis.  In  all  but  9,  the  hepatic  necrosis  could 
be  explained  on  other  grounds.  Even  if  the  nine 
cases  were  attributed  to  halothane,  the  risk  of 
life  in  halothane  anesthesia  was  only  1 in  20,000. 
The  anesthesiologists  like  to  point  out  that  some 
of  these  nine  cases  could  have  been  due  to  viral 
hepatitis  or  other  agents  which  are  indis- 
tinguishable pathologically  from  the  liver  dam- 
age of  halothane.  Basically,  this  study  tended  to 
exonerate  halothane  and  place  it  in  the  anes- 


thetic armamentarium  as  a safe  and  useful 
agent.  However,  there  are  others  who  feel  the 
drug  does  cause  serious  liver  disease  in  some 
patients.  It  is  hard  to  escape  individual  case  re- 
ports such  as  a young  anesthesiologist  who  de- 
veloped abnormal  liver  function  tests  due  to 
repeated  exposures  to  halothane.  Thus,  this  is  a 
controversial  subject.  Unfortunately,  we  cannot 
be  sure  what  caused  the  problem  in  this  lady 
especially  since  methoxyflurane  was  used.  The 
association  between  this  agent  and  jaundice  is 
unproved. 

I would  like  for  a minute  to  discuss  a paper 
on  drug  induced  hepatic  damage  written  by  Dr. 
Hans  Popper  in  the  Archives  of  Infernal  Med- 
icine, Feb.  1955.  There  are  a number  of  mech- 
anisms of  drug  hepatitis.  One  is  a direct  toxic 
effect  and  is  dose  related.  An  example  of  this 
is  damage  due  to  carbon  tetrachloride.  A second 
type  of  drug  hepatic  injury  is  due  to  hypersen- 
sitivity. This  may  be  on  the  basis  of  an  antigen 
antibody  reaction  or  may  be  due  to  an  ab- 
normal metabolic  pathway  by  which  a par- 
ticular patient  metabolized  the  drug.  Ways  in 
which  circulating  antibodies  can  mediate  liver 
damage  include  direct  cytotoxicity  by  the  anti- 
body and  the  phagocytosis  of  circulating  antigen 
antibody  complexes  by  the  reticuloendothelial 
system  of  the  liver  thereby  storing  the  poten- 
tially injurious  agent  in  close  relation  to  the 
hepatocytes.  Also  delayed  immunity  mediated 
by  immunocompetent  cells  would  explain  some 
liver  damage.  Their  histologic  classification  is 
as  follows: 

THE  HISTOLOGIC  CLASSIFICATION 

1.  ZONAL  INJURY  (8  cases) 

2.  UNCOMPLICATED  CHOLESTASIS  (16 
cases) 

3.  NONSPECIFIC  DRUG  INDUCED  HEPA- 
TITIS WITHOUT  CHOLESTASIS  (19  cases) 

4.  NONSPECIFIC  DRUG  INDUCED  HEPA- 
TITIS WITH  CHOLESTASIS  (50  cases) 

5.  REACTION  SIMULATING  VIRAL  HEPA- 
TITIS (61  cases) 

6.  NONSPECIFIC  REACTIVE  HEPATITIS 
(10  cases) 

7.  DRUG  INDUCED  STEATOSIS  (1  case) 
There  were  a number  of  drugs  which  were 

implicated  in  liver  injury.  The  following  is 
a list: 

DRUG  REACTIONS  TO  THE  LIVER 

MONOAMINE  OXIDASE  INHIBITORS  (37) 
PHENOTHIAZINE  (27) 

HYPOGLYCEMIC  AGENTS  (24) 
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ANABOLIC  STEROIDS  (14) 
ANTITUBERCULOUS  AGENTS  (13) 

TUMOR  CHEMOTHERAPEUTIC  AGENTS  (5) 
ANTIBIOTICS  (5) 

THIAZIDE  DIURETICS  (4) 

MISC.  (8) 

In  the  first  group,  zonal  injury,  there  is 
usually  severe  central  fatty  change  or  necrosis 
without  much  inflammation.  Agents  that  cause 
this  kind  of  damage  include  carbon  tetrachloride 
and  mercaptopurime.  There  is  a direct  dose  de- 
pendent effect  of  the  drug  on  the  liver.  Pre- 
disposing conditions  such  as  pregnancy,  malnu- 
trition, and  alcoholism  can  cause  more  serious 
damage  to  the  liver  in  the  presence  of  these 
drugs. 

The  second  group  entitled,  simple  cholestasis, 
can  be  produced  by  the  anabolic  steroids,  ery- 
thromycin, and  thorazine.  There  is  central  bile 
stasis  and  no  inflammation.  The  clinical  and 
chemical  picture  of  obstructive  jaundice  is 
manifested. 

A number  of  agents,  such  as  paraaminosalicy- 
lic  acid,  penicillin,  dilantin,  tetracycline,  thor- 
zaine,  and  butazolidin  can  cause  a nonspecific 
hepatitis  with  variable  amounts  of  necrosis  and 
chronic  inflammation  particularly  in  the  portal 
spaces.  There  is  often  no  cholestasis  in  this  type 
of  reaction.  A related  type  of  hepatitis  may 
occur  with  phenothiazines,  oral  anti-diabetic 
agents,  thiazide  diuretics  and  consists  of  non- 
specific hepatitis  with  cholestasis.  Again,  ob- 
structive jaundice  chemically  and  clinically  is 
simulated  but  also  there  may  be  evidence  of 
hepatic  parenchymal  damage. 

The  next  group  in  which  there  is  simulation 
pathologically  and  clinically  of  viral  hepatitis  is 
a very  difficult  one.  Monoamine  oxidase  in- 
hibitors and  the  halogenated  anesthetic  agents 
are  included  in  this  category.  Focal  necrosis,  ex- 
tensive zonal  neci’osis,  and  massive  or  submas- 
sive  necrosis  as  we  saw  in  our  patient  under 
discussion  can  be  seen  with  this  type  of  drug. 

I have  briefly  mentioned  drug  induced  stea- 
tosis which  can  occur  in  pregnancy  especially 
after  administration  of  tetracycline.  This  has  a 
very  specific  type  of  histologic  picture  and  can 
be  extremely  serious. 

I am  sure  I did  not  solve  any  of  the  problems 
or  really  answer  any  of  the  questions  that  have 
been  asked,  but  I think  discussion  of  such 
cases  is  important  since  there  is  an  ever  grow- 
ing list  of  drugs  which  can  damage  the  liver. 
I think  these  must  always  be  kept  in  mind  in 
patients  who  do  manifest  liver  injury  since  the 
type  of  liver  injury  is  so  variable. 


*DR.  EVERETT  SANDERSON:  I agree.  I think 
many  patients  with  post-operative  fever  may  be 
experiencing  liver  damage  due  to  drugs  or  anes- 
thetic agents  and  we  do  not  notice  it.  Even  such 
so-called  nontoxic  drugs  as  the  stool  softeners 
have  been  reported  to  give  liver  damage. 
**DR.  MARTIN  CHIPMAN:  I would  add  pap- 
verine  to  that  list. 


^Internist,  Sioux  Valley  Hospital,  Clinical  Faculty, 
School  of  Medicine,  University  of  South  Dakota. 

* ^Neurologist,  Sioux  Valley  Hospital,  Clinical  Fac- 
ulty, School  of  Medicine,  University  of  South 
Dakota. 
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EXPERT  ATTACKS  NATIONAL  HEALTH 
PROGRAMS 

A national  health  insurance  program  will  not 
solve  the  medical  problems  of  the  poor,  aged 
and  long-term  patients,  a health  care  authority 
said  recently.  Prof.  Odin  W.  Anderson,  asso- 
ciate director  of  the  Center  for  Health  Adminis- 
tration Studies  at  the  University  of  Chicago  and 
recipient  of  NABSP’s  1969  Norman  A.  Welch 
Memorial  Award,  said  that  clamor  by  the 
middle-classes  against  mounting  medical  costs 
makes  passage  of  such  legislation  more  im- 
minent now  than  at  any  time  since  1952.  But  it 
would  take  a reorganization  of  the  medical 
supply  system  to  insure  adequate  care  for  the 
poor  and  the  aged,  even  if  Congress  supplied  the 
funds,  Anderson  told  the  American  College  of 
Hospital  Administrators. 
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gentamicin  I sulfate 
injection 


Each  cc.  contains  gentamicin  sulfate  equivalent  to  40  mg.  gentamicin 


BRIEF  SUMMARY 

INDICATIONS  GARAMYCIN  Injectable  is  clinically  effective  in  infections 
due  to  susceptible  strains  of  gram-negative  bacteria,  including  Pseudo- 
monas aeruginosa,  and  species  of  indole-positive  and  indole-negative 
Proteus,  Escherichia  coli,  and  Klebsiella-Aerobacter.  Bacteriologic  studies 
should  be  conducted  to  identify  the  causative  organism  and  to  determine 
its  sensitivity  to  gentamicin  sulfate.  Sensitivity  discs  of  the  drug  are 
available  for  this  purpose.  If  the  susceptibility  tests  indicate  that  the 
causative  organism  is  resistant  to  gentamicin  sulfate,  other  appropriate 
antibiotic  therapy  should  be  instituted. 

This  drug  should  be  limited  to  the  treatment  of  serious  infections 
caused  by  gram-negative  bacteria,  particularly  Pseudomonas  aeruginosa, 
Proteus  and  other  susceptible  organisms,  with  due  regard  for  relative 
antibiotic  toxicity.  Therefore,  the  drug  should  be  considered  for  use 
against  gram-negative:  1.  Bacteremia;  2.  Infected  surgical  wounds;  3. 
Severe  soft  tissue  infections,  including  burns  complicated  by  sepsis,-  4. 
Respiratory  tract  infections;  and  5.  Selected  cases  of  urinary  tract  infec- 
tion. 

CONTRAINDICATIONS  GARAMYCIN  Injectable  is  contraindicated  in  in- 
dividuals with  a history  of  hypersensitivity  or  toxic  reactions  to  genta- 
micin. 

WARNINGS  Patients  receiving  treatment  with  GARAMYCIN  should  be 
under  close  clinical  observation  because  of  the  toxicity  associated  with 
the  use  of  this  drug.  Ototoxicity,  vestibular  and  auditory,  can  occur  in 
patients,  primarily  those  with  pre-existing  renal  damage,  treated  with 
GARAMYCIN  Injectable,  usually  for  longer  periods  or  with  higher  doses 
than  recommended. 

GARAMYCIN  Injectable  is  potentially  nephrotoxic,  and  this  should  be 
kept  in  mind  when  it  is  used  in  patients  with  pre-existing  renal  impair- 
ment. Kidney  function  diminished  by  infection  of  the  upper  urinary  tract 
may,  however,  improve  during  effective  treatment  with  GARAMYCIN 
Injectable. 

Concurrent  administration  of  potentially  ototoxic  drugs  such  as  strep- 
tomycin and  kanamycin  or  of  potentially  nephrotoxic  drugs  such  as  poly- 
myxin, colistin,  and  kanamycin  with  gentamicin  sulfate  has  not  been 
shown  to  afford  any  clinical  advantages  and,  moreover  may  result  in 
additive  toxicity.  Monitoring  of  vestibular,  cochlear,  and  renal  function 
will  provide  guidance  for  therapy  in  such  cases. 

PRECAUTIONS  In  patients  with  impaired  renal  function  in  whom  serious 
infection  develops,  serum  concentrations  of  the  drug  may  rise,  with  con- 
sequently increased  risk  of  ototoxicity.  In  these  patients  or  in  those 


in  whom  recommended  dosage  or  duration  of  therapy  must  be  exceeded  as 
a life-saving  measure,  routine  studies  of  kidney  function  should  be  per- 
formed when  possible.  These  may  be  supplemented  by  evaluation  of  the 
vestibular  and  auditory  function  and  measurement  of  serum  concentra- 
tion of  the  drug  when  feasible.  Serum  concentration  of  gentamicin  should 
be  maintained  below  the  range  of  10-12  mcg./ml.  to  reduce  risk  of  oto- 
toxicity. 

Ordinarily,  treatment  should  not  be  given  for  more  than  7 to  10  days 
or  be  repeated  unless  required  for  serious  infection  not  responsive  to 
other  agents. 

As  with  other  antibiotics,  treatment  with  GARAMYCIN  Injectable  may 
occasionally  result  in  overgrowth  of  nonsensitive  organisms.  If  super- 
infection occurs,  appropriate  therapy  is  indicated. 

Safety  for  use  in  pregnancy  or  the  potential  for  fetal  ototoxicity  or 
nephrotoxicity  have  not  been  established.  Studies  in  pregnant  animals 
have  not  revealed  teratogenic  or  ototoxic  effects  in  the  fetus.  GARAMYCIN 
Injectable  should  not  be  used  in  pregnant  patients  or  in  women  of 
childbearing  age  unless  its  use  is  deemed  advisable  by  the  physician. 

ADVERSE  REACTIONS  The  overall  incidence  of  ototoxicity  considered 
related  to  treatment  with  GARAMYCIN  Injectable  was  2.8  per  cent  (16 
of  565  patients).  Contributory  factors  (two  or  more  factors  were  relevant 
to  most  patients)  were  as  follows-.  10  had  azotemia,  10  received  a total 
of  1 gram  or  more  of  the  drug,  7 had  recently  received  other  potentially 
ototoxic  antibiotics  (streptomycin  or  kanamycin),  and  5 were  over  60  years 
of  age.  Six  also  had  decreased  high-tone  hearing  acuity,  which  returned 
to  or  toward  normal  in  the  4 patients  retested. 

Analysis  of  BUN  data  indicated  that  4 (2%)  of  172  patients  showed 
increases  in  BUN  that  were  probably  related  to  treatment  with  GARAMYCIN 
Injectable.  Of  20  increases  probably  or  possibly  related  to  treatment,  7 
were  reversible,  9 occurred  in  terminal  patients,  and  4 had  no  follow-up. 

Other  adverse  reactions  associated  with  treatment  were  one  instance 
each  of  urticaria,  decreased  hematocrit,  and  reversible  depression  of 
granulocytes  with  normal  bone  marrow.  Other  rarely  reported  and  pos- 
sibly treatment-related  adverse  reactions  were  anemia,  increased  reticulo- 
cyte count,  rash,  purpura,  drug  fever,  hypotension,  convulsions , twitching, 
salivation,  nausea,  vomiting,  increased  transaminase  activity  (SGOT  or 
SGPT),  increased  serum  bilirubin,  decreased  serum  calcium,  and  joint  pain. 

PACKAGING  GARAMYCIN  Injectable,  40  mg./cc.,  2-cc.  multiple-dose 
vials,  for  intramuscular  administration. 
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MEDICAL  LIBRARY  BOOKSHELF 


Cole:  New 

THE  DOCTORS  SHORTHAND 

Here  is  a unique  and  much  needed  handbook 
that  clearly  identifies  thousands  of  medical  and 
related  abbreviations.  With  this  guide  you  can 
quickly  decipher  the  welter  of  confusing  and 
conflicting  abbreviations  that  appear  with  ever- 
increasing  frequency  in  today’s  medical  litera- 
ture. You  can  also  gain  some  pointers  on  de- 
veloping a systematized  and  time-saving  short- 
hand of  your  own. 

For  each  abbreviation  the  author  provides  a 
simple  two-  or  three-word  translation.  Where 
an  abbreviation  has  several  meanings,  they  are 
listed  in  order  of  usage.  Nearly  6000  entries 
have  been  included.  For  example:  AAA — Amal- 
gam, abdominal  aortic  aneurysm,  American 
Academy  of  Allergy,  androgenic  anabolic  agent. 
Z Z'  Z"  — increasing  degrees  of  contraction.  A 
special  section  depicts  and  describes  medical 
symbols. 


By  Frank  Cole,  M.D.,  Nebraska  State  Medical 
Journal.  About  290  pp.  Soft  cover.  About  $4.95. 

W.  B.  SAUNDERS  COMPANY 
West  Washington  Square,  Phila.,  Pa.  19105 
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□ The  Surgical  Clinics  start  10/70 — $21. 
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□ Cole:  The  Doctors  Shorthand — 

About  $4.95. 
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PLAN  LIAISON  WITH  OFFICE  AIDES. 

CLINIC  MANAGERS 

Blue  Shield  Plans  are  stepping  up  their  liaison 
activities  with  professional  office  assistants  and 
clinic  managers,  according  to  a recent  survey 
conducted  by  the  National  Association  of  Blue 
Shield  Plans.  Responses  from  72  Plans  in  the 
United  States  and  Puerto  Rico  indicate  that  65 
local  Plans  have  developed  some  form  of  work- 
ing relationship  with  medical  assistants,  41 
Plans  have  established  a similar  liaison  with  the 
aides  of  other  providers  with  whom  Plans  deal, 
and  49  Plans  are  maintaining  liaison  with  local 
clinic  managers. 


MEDICAL  CARE  CHANGES  COMING 

Changes  in  the  delivery  of  medical  care  are 
imminent  and  physicians  should  work  to  ensure 
that  they  are  evolutionary  and  not  revolution- 
ary, the  new  president  of  the  American  Society 
of  Internal  Medicine  said  in  his  inaugural  ad- 
dress. Dr.  Joseph  T.  Painter,  Baylor  University 
College  of  Medicine,  said,  “We  must  not  be 
stampeded  by  talk  of  crisis  into  moving  too  fast 
to  poor  solutions  that  cannot  guarantee  high- 
quality  medical  care,  but  neither  can  we  move 
too  slowly  to  stop  or  ponder  the  consequences 
of  action.  Not  to  invoke  the  element  of  risk  is 
to  forsake  the  challenge  of  change.” 
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